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New! Hewitt’s The Physician-Writer’s Book 


A gold mine of helpful information on every step 
of medical writing from the earliest organization 
of your unwritten ideas to their final publication. 


Clear instructions ease your every problem in effee- 
tive medical exposition. Invaluable assistance for 
every embryonic or established 


physician-writer. 


See SAUNDERS Advertisement on next 2 pages 


Publishers 


PEDIATRICS. 


Ready in January! 


Hewitt's 
PHYSICIAN-WRITER’S 
BOOK . « Ticks of the Trade 


of Medical Writing 


Unmatched! For every physician who would like to or plans to or 
presently does submit his medical knowledge and experience for 
publication. 


This new book will undoubtedly become the “bible” of every medical writer. Dr. Hewitt 
brings you the answers to every “what, when and how” of medical writing—from basic 
fundamentals to subtle devices marking the master author. 

Here you will find exactly what you need to know to achieve the unity, coherence and 
emphasis that characterizes good writing. You will learn specifically how to avoid the 
“roadblocks” to swift communication of ideas. One of the prime benefits of this book is 
its ability to teach you how to visualize your article or book as a whole—to develop an 
overall plan of organization that makes your writing goal attainable. 

Dr. Hewitt’s background fits him admirably for this task. He was at one time an English 
teacher. He was the assistant editor of the J. A. M. A.; has lectured for 25 years on exposition 
as related to medicine; is immediate past president of the American Medical Writers’ 
Association; is presently the Senior Consultant, Section of Publications at the Mayo 
Clinic. The meticulous care that marks medical and surgical treatment at the Mayo 
Clinic is just as evident in the medical writing that comes from the Clinic. You can learn 
their methods through this book. 
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itor, statistician, etc.) 

What to include in or exclude from a 
medical article or book 

How to be specific in directions 


Good taste 

Legal risks 

What you should know about the con- 
struction of the sentence and paragraph 

Avoidance of ‘‘medicalese”’ 

Common grammatical errors and how tc 


5 ways to shorten textual reviews and 
reference lists 

Suitability or unsuitability of illustra- 
tions and tables 

How to cut down for brief articles 

6 devices to aid coherent arrangement 

How to rearrange an article 

How to present arithmetic material clearly 

How to secure permission to quote 


avoid them 
Introductory expressions 
6 methods for increasing emphasis 
Securing of copyrights 
Understanding galley proof and page proof 
Author’s corrections 
How to mark a manuscript 
How to avoid confusion in terms 


There is a full chapter on Tables, another on Illustrations. 21 appendices cover such topics 
as abbreviations, jargon, reduction of length, role of statistics, ete, 


No dry schoolroom manner can be found here, no repetitive drumming on grammatical 
rules—but rather an easy, informal and highly instructive style. Instruction by example is 
lavishly used. When the author tells you how something is done, he also shows you 
through examples of good and bad writing. 


The information is all aimed directly at the specific and peculiar problems of the medical 
writer. To see the quality of your material in print improve from satisfactory to out- 
standing—draw on all the help this volume can surely bring you. Order a copy today! 
By Ricnann M. Hewitt, A.M., M.D., Senior Consultant, Section of Publications, the Mayo Clinic; Associate Professor of 


Medical Literature, the Mayo Foundation, Graduate School, University of Minnesota; Immediate Past President, American 
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New (2nd) Edition! 


Friedberg’s 
DISEASES of the HEART 


Whatever your problem in diagnosis 
or treatment of cardiac disorder 
—the effective answer is here... 


Without any question this is the most complete book on the heart in print 
today. Take any obscure aspect that you would not expect to find covered 
—you will not only find it here, but in detail! This is a strong statement, 
but one we feel is more than reasonably accurate. 


Recognition, diagnosis, therapy and understanding of every type of cardiac 
disorder is brilliantly delineated and remarkably up-to-date. The author 
discusses at some length the problem, currently of high interest, of athero- 
| sclerosis and saturated or unsaturated fats in the diet. Under drug therapy 
the very latest oral diuretics and anticoagulants receive close scrutiny. 
An entire new section on roentgenology, fluorescopy, angiocardiography, ” LINICS O spe 
electrocardiography, vectorcardiography, ballistocardiography and phono- NORTH AMERIC A 
eardiography has been added to this New (2nd) Edition. Major sections ean a ee 
have been devoted to cardiac surgery. The index contains over a 100 ref- 
erences to surgical treatment. Hypothermia, direct vision techniques, 
inflow stasis, pump-oxygenators are but a few of the topics. 


Many commonly encountered disorders are discussed more fully than in 
some available monographs. There are almost 80 pages on treatment of 
congestive heart failure alone. Bed rest, diet, convalescence, postoperative 
care, rehabilitation, etc. are comprehensively detailed. 


is occurring or has occurred at any point in the various cardiac disease 
processes is strongly emphasized, This book contains just about all the 
valuable and worthwhile information on heart disease presently available. 
Order a copy for yourself and see. 


| 
| The approach throughout is patho-physiologic. Understanding of what 
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Clinical Professor of Medicine, College of Physicians 
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LEA & FEBIGER—1956 PUBLICATIONS 


of Interest to Practitioners and Specialists 


RITVO—CHEST X-RAY DIAGNOSIS 

By MAX RITVO, M.D., Harvard Medical School, 
Boston, Massachusetts. 640 pages, 7” x 10”. 633 
illustrations on 426 figures and 1 plate in color. 
New 2nd edition. $16.00. 


EPSTEIN—SKIN SURGERY 


By ERVIN EPSTEIN, M.D., Stanford University 
Medical School. San Francisco, California; and 
17 CONTRIBUTORS. 228 pages. 242 sllustrations 
on 101 figures. New. $7.50. 


STIMSON—MANUAL OF FRACTURES 
AND DISLOCATIONS 

By BARBARA B. STIMSON, A.B., M.D., Med. 

Sc.D., F.A.C.S., St. Francis Hospital, Poughkeep- 

sie, N. Y. 224 hages. 97 illustrations. New 3rd 

edition. $4.50. 


CUSHMAN—STRABISMUS 

Diagnosis and Treatment. By BEULAH CUSH- 
MAN, M.S., M.D., Northwestern University 
Medical School, Chicago, Illinois. 208 pages. Il- 
lustrated. New. $6.00. 


McGRATH—NEUROLOGIC EXAMINATION 
OF THE DOG 

With Clinwcopathologic Observations. By JOHN 

T. McGRATH, V. M. D., University of Pennsyl- 

vania Veterinary School; and University of Penn- 

sylvania Graduate School of Medicine, Philadel- 

phia. /81 pages. 120 illustrations. New. $5.00. 


QUICK—HEMORRHAGIC DISEASES 


By ARMAND J. QUICK, Ph.D., M.D., Mar- 
quette University School of Medicine, Milwaukee, 
Wisconsin. About 320 pages, illustrated. New. 

Ready April, 1957. 


SMITH AND JONES—VETERINARY 
PATHOLOGY 


By HILTON A. SMITH, D.V.M., School of Vet- 
erinary Medicine of the Agricultural and Mechan- 
ical College of Texas, College Station, Texas; and 
Lt. Col. THOMAS C, JONES, D.V.M., Chief, 
Veterinary Pathology Section, Armed Forces In- 
stitute of Pathology, Walter Reed Army Medical 
Center, Washington, D. C. About 800 pages, 7” x 
10”. 300 illustrations. New. Ready April, 1957. 


EARLY 


WINTROBE—CLINICAL HEMATOLOGY 


By MAXWELL M. WINTROBE, M.D., Ph.D., 
University of Utah, College of Medicine, Salt Lake 
City. 1184 pages. 236 illustrations and 20 plates, 
18 in color. New 4th edition. $15.00. 


BELL—TEXTBOOK OF PATHOLOGY 


By E. T. BELL, M.D., University of Minnesota, 
Minneapolis ; AND CONTRIBUTORS. 1028 pages. 
545 illustrations and 5 blates in color. New 8th 
edition. $14.50. 


SOFFER—DISEASES OF THE 
ENDOCRINE GLANDS 


By LOUIS J. SOFFER, M.D., F.A.C.P., State Uni- 
versity of New York, College of Medicine in New 
York City. 1032 pages. 102 illustrations and 3 plates 
in color. 28 tables. New 2nd edition. $16.50. 


STARLING—PRINCIPLES OF 
HUMAN PHYSIOLOGY 


Revised and edited by SIR CHARLES LOVATT 
EVANS, D.Sc., F.R.C.P., F.R.S., LL.D., (Birming- 
ham). University of London, England. 1233 pages. 
721 illustrations, some in color. New 12th edition. 
$12.50. 


THORNDIKE—ATHLETIC INJURIES 


By AUGUSTUS THORNDIKE, M.D., Harvard 
Medical School, Cambridge, Massachusetts, 252 
pages. 113 illustrations. New 4th edition. $4.50. 


1957 PUBLICATIONS 


BLINICK AND KAUFMAN—MODERN 
OFFICE GYNECOLOGY 


By GEORGE BLINICK, M.D., F.A.C.S., New 
York University College of Medicine, New York, 
N. Y.; and SHERWIN A. KAUFMAN, M.D., 
F.A.C.S., Beth Israel Hospital, New York, N. Y. 
About 150 pages, 5Y4"” x 734". 42 illustrations. 
New. Ready January, 1957. 


JOHNSTON—A SYNOPSIS OF 
REGIONAL ANATOMY 
By T. B. JOHNSTON, C.B.E., M.D., University 
of London, Guy's Hospital Medical School, Lon- 
don, England. About 450 pages, 54” x 734”. 20 
plates and 17 text figures. New 8th edition. 
Readv.February, 1957. 


STIMSON AND HODES—COMMON 
CONTAGIOUS DISEASES 


By PHILIP M. STIMSON, A.B., M.D., Cornell 
University Medical College. and HORACE L. 
HODES, A.B., M.D., Mount Sinai Hospital, 
New York, N. Y. 624 pages. 84 illustrations and 
10 plates, 8 in color. 16 tables. Flexible binding. 
New 5th edition. $8.50. 


ZIMMERMAN, NETSKY AND DAVIDOFF— 
ATLAS OF TUMORS OF THE 
NERVOUS SYSTEM 
By HARRY M. ZIMMERMAN, M.D., MARTIN 
G. NETSKY. M.D., and LEO M. DAVIDOFF, 
M.D., Montefiore Hospital, New York, N. Y. 
191 pages, 7” x 10”, 277 illustrations, 233 in color. 
New. $25.00. 


KATZ AND PICK—CLINICAL ELECTRO- 
CARDIOGRAPHY. I. ARRHYTHMIAS 


With an Atlas of Electrocardiograms. By LOUIS 
N. KATZ, A.B., M.A., M.D., F.A.C.P., Univer- 
sity of Chicago; and ALFRED PICK, M.D., 
Michael Reese Hospital, Chicago, Illinois. 737 
bages, 7” x 10”. 415 illustrations. New. $17.50. 


LEVINSON AND MacFATE—CLINICAL 
LABORATORY DIAGNOSIS 


By SAMUEL A. LEVINSON, M.S., M.D., Ph.D., 
University of Illinois College of Medicine, Chicago ; 
and ROBERT P. MacFATE, Ch.E., M.S., Ph.D., 
Division of Laboratories, Board of Health, City of 
Chicago. 1246 pages. 244 illustrations and 13 
plates, 11 in color. 142 tables. New Sth edition. 
$12.50. 


JAFFE—DISEASES OF BONES 
AND JOINTS 


Tumors and Tumorous Conditions. By HENRY 
L. JAFFE, M.D., Hospital for Joint Diseases, 
New York, N. Y. About 550 pages, 7” x 10”. 150 
illustrations. New. Ready Spring, 1957. 


TREVES—SURGICAL APPLIED 
ANATOMY 

Revised by LAMBERT CHARLES ROGERS, 
BO... MSe.. FACS... FBCS.E.. 
F.R.A.C.S., F.A.C.S., University of Wales, Lon- 
don, England. About 590 pages, 5V4” x 734”. 206 
illustrations, 66 in color. New 13th edition. 

Ready June, 1957. 
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Serpasil, there is a minimum of side effects. 
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against 
everyday stresses... 
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Serpasil ina LOW, ONCE-A-DAY* dose 
acts as a gentle mood-leveling agent 
...sets up a needed “tranquility bar- 
rier” for the many patients who, with- 
out some help, are incapable of 
dealing calmly with a daily pile-up of 
stressful situations. 


*As little as 0.25 mg. Serpasil or less once daily may frequently 
maintain the average patient who is being treated for emo- 
tional strain, anxiety and overexcitability ...with a minimum 
of side effects. 
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Rochester, N. Y., 1957; BR, T. Johnstone, Los Angeles, 1958; L. C. McGee, 
Wilmington, Del., 1958; C. F. Shook, Toledo, Ohio, 1958; J. N. Gallivan, East 
Hartford, Conn., 1959; V. C. Baird, Houston, wanes 1959: O. A. Sander, as. 
waukee, 1959; R. A. Kehoe, Cincinnati, 1960; E. 8S. Jones, Hammond, Ind., 1960; 
B. D. Holland, Secretary, Chicago. 

Council on National Sees, L. Warren, Los Angeles, 1956; H. B. Wright, Cleve- 
land, 1956; R. Benson, Bremerton, Wash., 1957; P. Long, Brooklyn, 1957; 
South Bend, Ind., 1958; H. Lueth, Ill., 1958; H. 8. 
Diehi, Chairman, Minneapolis, 1959; R. 'L. —- Columbus, Ohio, 1959: Cc. P. 
Hungate, Kansas City, Mo., 1960; W. B. Martin, Norfolk, Va., 1960; Mr. F. W. 
Barton, Secretary, Chicago. 


Council on Rural Health—A. T. Stewart, Lubbock, Texas, 1956; C. B. Andrews, 
Sonoma, Calif., 1956; W. J. Weese, Ontario, Ore., 1957; W. A. Wright, Williston, 
Crockett, Chairman, Lafayette, Ind... 1958; G. F. Bond, Bat 
Cave, N. C., 1958; Mundy, Toledo, Ohio, 1959 R. Henry, Little Rock, 


Ark., 1959; F. A. At f., Ft. Collins. ‘Colo., 1960; N. H. Gardner, E. Hampton, 
Conn., 1960; Mrs. A. Hibbard, Secretary, Chicago. 

Council on Mental Health—H. T. Carmichael, Chicago, 1956; M. R. Kaufman, New 
York, 1957; L. H. Bartemeier, Chairman, Baltimore, 1958; W. H. Baer, Peoria, 
Ill., 1958; F. J. Gerty, Chicago, 1958; a Smith, Philadeiphia, 1959; G. E. 
Gardner, Boston, 1959; F. M. Forster, Washington, Dd. C., 1960; R. J. Piunkett, 
Secretary, Chicago. 

Committee on Legislation—J. R. Reuling, Chairman, Windermere, 4. 1956; M. L. 
Phelps, Denver, 1956; F. C. Coleman, Des Moines, Iowa, 1957; E. McDonald, 
Tulsa, Okla., 1957; D. G. Smith, Nashua, N. H., 1958; H. Enslish, Danville, = 
1958; C. Bailey, Harlan, Ky., 1959; C. L. Harrisburg, Pa., 
Chrisman Jr., Coral Gables, Fla., 1960; J. L. Ludwig, Los Angeles, 1960; J. R. 
McVay, Kansas City, Mo. ; Mr. W.E. Whyte, Secretary, Chicago. 
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Anesthesiology—D. €. Moore, 1118 Ninth Ave., Seattle 

Dermatolog . 8. Livin 2799 W. Grand Blvd., Detroit t 2. 

Diseases of the Chest—B. L. Gordon, Women’s Medical College of Pennsylvania, 
Philadelphia 29. 

Experimental Medicine and Soepee. Vv. Newman, Vanderbilt University 
Hospital, Nashville 5, Ten 

Gastroenterology and Proctology—W. H. Dearing, 102 Second Ave. 8S. W., Rochester, 
Minn 


General Practice—E. I. Baumgartner, 25 Alder St., Oakland, Md. 
internal Medicine—R. H. Kampmeier, Vanderbilt University Hospital, Nashville 5 


Tenn. 
Laryngology, Otology, and Rhinology—H. A. Kuhn, 112 ‘Rimbach St., Hammond, Ind. 
Military Medicine—Capt. C. = Andrews, of 3} and Surgery, Navy 


Dept., Washington 25, D. 


Nervous and Mental Diseases—A. L. Sahs, University Hospitals, Iowa City. 

Obstetrics and Gynecology—K. P. Russell, 511 S. Bonnie Brae St., Los Angeles 57. 

Ophthalmology—H. G. Scheie, 313 S. 17th St., Philadelphia 3 

Orthopedic Surgery—H. H. Young, 102 Second Ave., 8S. W., Rochester, Minn. 

Pathology and yes A. Edmondson, 1200 N. State St., Los Angeles 33. 

Pediatrics—W. C. C. Cole Sr., 3011 W. Grand Blvd., Detroit 2. 

Physical tediclas—W, J. Zeiter, 2020 E. 93d St., Cleveland 6. 

rs, es. Princi, University of Cincinnati College of Medicine, Cin- 
cinna 

Radiology—T. Leuceutia, Harper Hospital, Detroit 1. 

Surgery, General and Abdominal—C. E. Lindskog, 333 Cedar St., New Haven 11, Conn. 

Urology—T. A. Morrissey, 40 E. 61st St., New York 21. 
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“the power of gentleness” 


introducing a new’ drug 


a true calmative 
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new and different 


“relief daily tensions” 


true calmative 


NOSTYN is a true calmative which helps tense and anxious individuals cope with 
their daily difficulties. It is also a useful adjunct in treating patients with organic 
disease associated with stress. NOSTYN is gentle-acting in effectively moderating 
anxiety and tension 4s it is not apt to cause depression, drowsiness, motor inco- a . 


ordination, gastric irritation or other side actions offsetting its benefits. 


AMES COMPANY,INC « ELKHART, INDIANA 
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higher melting isomer of 
2-ethylcrotonylurea 


“the power of gentleness” | 


* Nostyn is a new drug, a calmative—not a hypnotic-sedative 
—unrelated to any available chemopsychotherapeutic agent 

* little tendency to produce depression, drowsiness, 
motor incoordination 

* no evidence of cumulation or habituation 

* does not cause gastric hyperacidity 

* unusually wide margin of safety—no serious side effects reported 


dosage: 150-300 mg. three or four times daily. 


supplied: 300 mg. scored tablets, bottles of 48. tease 


15 
| 
| 
| 


AND 
the Psychic Phase of 


In addition to its gentle antihyper- 
tensive action, Rauwiloid provides 
psychic tranquility and overcomes 
tachycardia. Thus Rauwiloid partici- 
pates in both the somatic and psychic 
phases of therapy for hypertension. 


(OS ANGELES 


Treatment in all types of hyperten- 
sion may begin with Rauwiloid. 80% 
of mild labile hypertensives require 
no additional therapy. 

Dosage is definite and easy: two 
2 mg. tablets at bedtime. 
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in THE produce 


If you want to buy or sell 


——a practice, property, hospital, apparatus, instruments or books—if you are in need of a 
location or are looking for a partner or assistant, your advertisement in THE 
JOURNAL'S classified section, properly written, is almost sure to bring desired results. 


For current issue, ad must reach us by Monday, 12 days in advance. 


JOURNAL of the AMERICAN MEDICAL ASSN. WRITE FOR RATES ON 


535 North Dearborn Street @ PERSONAL CLASSIFIED 
Chicago 10, Illinois’. ; Advertising Department @ COMMERCIAL CLASSIFIED 
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‘‘A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS...GITALIGIN...’’* 


VISUAL HEART CLINIC—NUMBER ONE OF A SERIES 


RHEUMATIC HEART DISEASE e MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION—Postero-anterior examination—moderate heart enlargement—right ventricular en- 
largement—prominence of pulmonary artery segment. 


Taken from White Laboratories’ Technical Exhibit, American Medical Association 105th Annual Meeting, Chicago, June 11-15, 1956, 


Every year since 1950 when Batterman, et al., 
published the results of their study of 230 car- 
diac patients, clinical evidence has repeatedly 
confirmed the therapeutic advantages of 
GITALIGIN. 


For initial digitalization and maintenance, 
GITALIGIN has proved to be a “digitalis of 
choice”’ for these significant reasons: 


«) Wide margin of safety (average therapeu- 
tic dose only 1/3 the toxic dose) 


(2) Uniform clinical potency 


(3) Moderate rate of dissipation 


(4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 0.5 mg. of 
GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 0.5 mg. digoxin. 


TABLETS— BOTTLES OF 30, 100, AND 1000 


GITALIGIN 


(WHITE'S BRAND OF AMORPHOUS GIIALIN) 


DROPS—30 CC. BOTTLES WITH DROPPER CALIBRATED 
FOR 0.05, 0.1, 0.2, 0.3, 0.4 AND 0.5 MG. 


INJECTION--5 CC. AMPULS CONTAINING 2.5 MG. (0.5 MG. PER CC.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS 


*EHRLICH, J.C.: ARIZONA MED. 12:239 (JUNE) 1958. 
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controls nausea and vomiting in obstetrics 


Reduces vomiting during all 3 stages of labor 


‘Thorazine’ reduces both the incidence and severity of nausea and vom- 
iting, lessening a potential anesthetic hazard without harmful effect on 
mother or child.! 


Speeds recovery after delivery 


By controlling post-partum nausea and vomiting, ‘Thorazine’ speeds the 

patient’s return to normal eating habits, resulting in a brighter outlook 
and often a shorter hospital stay. 


‘Thorazine’ is available in ampuls, tablets and syrup, as the hydrochloride; 
and in suppositories, as the base. 


‘Thorazine’ should be administered discriminately; and, before prescribing, the phy- 
sician should be fully conversant with the available literature. 


1. Karp, M., et al.: Am. J. Obst. & Gynec. 69:780 (April) 1955. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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in just 2 minutes 
with just 2 drops 


HYDROCHLORIDE 
(naphazoline hydrochloride CIBA) 


Nasal Solution, 0.05% 
Nebulizer, 0.05% 
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Washington 


Health Legislation High on Congressional Agenda ¢ « 
24 Million to Help Build Research Plants « « 

VA Reports Better Use of Mental Hospital Space « « 
Library of Medicine Reports on Year's Activity * 


HEALTH LEGISLATION 


As newly elected members of the 85th Congress 
and holdover members from the 84th assemble in Jan- 
uary for another two years, health legislation will be 
high on the domestic agenda. On the health list, in 
turn, three proposals now stand out above all others. 
They are federal grants for medical school construc- 
tion, federal employees health insurance, and pooling 
arrangements to stimulate insurance companies to 
broaden voluntary health plans. 

Whether these and other health proposals are en- 
acted this session will depend in some degree on the 
administration’s desire to push them in the face of 
new demands on the federal treasury. The world situ- 
ation has placed emphasis on dollars for defense. 

Cognizant of this, Secretary Folsom says that, while 
“we must maintain this defense posture, we want to 
be very careful that we don’t let down on expenditures 
in the field of health, education, and welfare.” The Sec- 
retary of the Department of Health, Education, and 
Welfare adds: “We have also to look out for our 
human resources: To see that the people are well 
educated, that we cut down illness as much as we can, 
and that we also provide a sense of economic security 
for the older people.” 

Groundwork already has been laid for consideration 
of medical school aid. The staff of the House Interstate 
and Foreign Commerce Committee has prepared a 
report on ar eae information relating to schools 
of medicine, dentistry, osteopathy, and public health. 
The report is an outgrowth of a questionnaire sent 
to more than 50 organizations and groups, in which 
they were asked to supply information on a wide 
range of subjects within the framework of medical 
education and physician supply. 

The administration sought last session to get medical 
school construction aid made a part of the laboratory 
research facilities bill, but Congress decided to defer 
action. Now the way appears clear for a full-dress 
study of the question in the coming session. 

Another proposal in which a vast amount of time 
and staff work has been expended is federal workers’ 
health insurance. The Civil Service Commission is 
—s a new approach that would combine earlier 
plans for both basic coverage and major medical ex- 

nses. The commission hopes to reconcile the con- 

icting views of nonprofit plans (Blue Cross and Blue 
Shield), of commercial carriers, and of federal em- 
ployees unions. 

The last effort, a proposal for major medical cover- 
age with the government paying the premiums, failed 
to get through the 84th Congress after objections by 
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nonprofit and union spokesmen. An even earlier plan 
for basic coverage with a sharing of premiums between 
government and worker foundered over the issues of 
administrative costs and the extent of government 
payment of premiums. 

The third health item certain to be pursued, with 
strong administration backing, is Secretary Folsom’s 
plan for allowing the pooling facilities of smaller in- 
surance companies, which would be facilitated through 
the waiving of antitrust laws. The theory is that this 
would encourage companies to experiment in new 
fields, such as pA on insurance and plans for the 
aged. 

This proposal is a substitute for the long-dormant 
reinsurance plan, under which the federal government 
would move into the health field through a federal 
reinsurance fund. In other words, it would guarantee 
losses up to a certain percentage for those companies 
that took out reinsurance and suffered losses because 
of experimentation. Mr. Folsom has indicated the ad- 
ministration still favors this in principle but admits 
chances of passage are slim. Congress rejected the 
idea two years ago. 

There has been considerable activity already in the 
proposal for tax deferment of money paid by the self- 
employed into retirement plans—the Jenkins-Keogh 
tvpe bills. The idea appears to have majority support 
among House members, but there could be one hitch: 
a reluctance of legislators in the final showdown to 
give preferred tax treatment when no general tax cut 
is in the offing. 

Congress will have to take action in the military 
medical field before July 1, when the “doctor-draft” 
expires. In all likelihood the regular draft will be 
amended to provide the means for the orderly call-up 
of doctors and other scientific personnel under age 35 
who have not served their time under the regular drait. 
The Armed Services are making efforts to encourage 
medical school graduates to take intern and residency 
training under a special deferment program in which 
doctors promise later active service. 

Congress could enact no new legislation this session 
and it would still have to vote large sums of money for 
existing health programs. They include Hill-Burton 
hospital construction, laboratory facilities, public 
health and nurse training grants, water and air pollu- 
tion control, and, looming larger than ever, money for 
more medical research. In the field of research, Con- 
gress has shown no inclination to slow down its giving. 


RESEARCH FACILITIES GRANTS 


Seventy-three grants totaling $24,460,467 have been 
awarded by the Public Health Service to help institu- 
tions build additional health research facilities under 
a program enacted at the last session of Congress. The 
law authorizes grants totaling 90 million dollars to be 
spent over three years at the rate of 30 million dollars 
annually. Money must be matched 50-50 by the recipi- 
ent. Grants are approved by the surgeon general of 

(Continued on page 22) 
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Dear Doctor: 
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'B. W. & Co.' is "LANOXIN'. This 
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Now, simply write... 


KL notin 
mg. or 
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the Public Health Service, on recommendations of the 
National Advisory Council on Health Research Facili- 
ties. 

In September, seven grants totaling $765,159 were 
approved. In approving the new group, the council 
deferred action on about 50 others. The next meeting 
of the council is scheduled for March. In announcing 
the awards, Surgeon General Burney explained that 
for the present the emphasis will be on construction 
pate, ee the new law also authorizes grants to 

elp in purchasing equipment. He said: “The approved 
grants were recommended by the council for the con- 
struction of research facilities and do not include funds 
for movable equipment. The council felt that, in order 
to get more facilities underway more rapidly with cur- 
rently available funds, and in face of the large need 
as shown by the $66,888,239 in completed applications, 
and $49,160,774 in letters of intent from institutions 
desiring to apply for aid, it should provide awards 
this first year of the program for buildings. The coun- 
cil also felt that in the program’s ensuing years assist- 
ance toward essential equipment for the research 
buildings can be 

The two largest of the new grants (each a million 
and a half dollars) went to Stanford University Medi- 
cal School and the University of Utah College of Medi- 
cine for new research facilities buildings. Other large 
grants include: University of Alabama Medical Cen- 
ter, $1,033,500; California Institute of Technology, 
$477,000; University of Southern California, $854,000; 
Yale University, School of Medicine, $461,612; Univer- 
sity of Miami, $941,720; University of Chicago, Divi- 
sion of Biological Sciences, $250,000; University of 
Kentucky, $1,208,992; Johns Hopkins University, $960,- 
000; Retina Foundation, $300,000; New England Cen- 
ter Hospital, $400,000; Wayne State University, College 
of Medicine, $900,000; University of Michigan, School 
of Public Health, $605,000; University of Michigan, 
$600,000; Sloan-Kettering Institute for Cancer Re- 
search, $900,000; Roswell Park Memorial Institute, 
$646,000; Rockefeller Institute for Medical Research, 
$600,000; University of Buffalo, $463,020 (School of 
Medicine ); University of Cincinnati College of Medi- 
cine, $865,688; Ohio State University College of Medi- 
cine, $900,000; University of Pittsburgh, $649,312; 
University of Pennsylvania, Medical Division, $400,- 
000; Brown University, $411,002; and University of 
Wisconsin, Medical School, $975,000. 


VETERANS HOSPITALS 


The Veterans Administration reports that more effi- 
cient use of bed space has given it the equivalent of 
another 1,700-bed mental hospital in the past four 
years. In releasing the details, Dr. J. F. Casey, head of 
the VA’s psychiatric and neurological service in Wash- 
ington, D. C., said approximately that number of beds 
have been freed in mental hospitals since 1952 through 
transfer of elderly, chronic mental patients with physi- 
cal illnesses to general and that offer 
special care to aged patients. 

All of the patients were moved to the hospitals near- 
est their homes staffed to give psychiatric as well as 
general medical treatment. The patient's consent was 
obtained in every case. Dr. Casey said the beds vacated 
in mental hospitals were filled immediately by veterans 
with acute mental illnesses who had been waiting ad- 
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mission. Patients transferred were described as “those 
whose mental illnesses had become stabilized and re- 
sistant to treatment for 10 to 20 years, so that their 
chronic physical illnesses were predominant.” 


NATIONAL LIBRARY OF MEDICINE 


During the fiscal year that ended last June 30, the 
National Library of Medicine acquired 9,420 books, 
69,367 serial pieces, and 1,130 new serial titles. The 
library was known as the Armed Forces Medical Li- 
brary until this year, when Congress changed its name 
and placed it under the Department of Health, Edu- 
cation, and Welfare. In its annual report, the library 
cited these additional statistics: Spent $1,215,274 for 
all operations and employed a force of 209 persons; 
cundeial 309 old and rare items for the history of 
medicine division; cataloged 19,841 titles; bound 12,- 
824 volumes; added 2,417 pictures and portraits to its 
art collection; prepared 19,332 main entries for the 
1955 volume of the library catalog; circulated 117,026 
volumes; answered 6,722 reference questions; and 
filmed 1,499,075 pages in response to 83,972 photo- 
duplication orders. 


MISCELLANY 


Brig. Gen. Harold Willard Glattly will retire early 
next year from the Army Medical Corps. He received 
the Legion of Merit for his “selfless performance to 
fellow prisoners” while in Japanese custody. . . . Salva- 
tore G. DiMichael has been named New York City 
Regional Representative of the Office of Vocational 
Rehabilitation, Department of Health, Education, and 
Welfare. . . . “New Perspectives for Research on Ju- 
venile Delinquency,” recently published by the Chil- 
dren’s Bureau of HEW,, is the report of a conference 
on the interrelation and relevance of sociological and 
psychiatric concepts to delinquency. It may be ob- 
tained from the Government Printing Office, Washing- 
ton, D. C., for 30 cents a copy. ... A federal court in 
Virginia has allowed an income tax deduction for the 
cost of installing a detachable invalid elevator, without 
medical advice, for a person suffering from osteoarthri- 
tis. The court stated that this was not an expenditure 
for capital improvement “but to lessen the aggravation 
of an existing condition.” It did not discuss whether 
medical advice was a prerequisite for a medical ex- 
pense deduction. . . . With President Eisenhower and 
Secretary Folsom urging the general public to have 
the three poliomyelitis shots, two large producers of 
Salk vaccine (Eli Lilly & Company and Pitman-Moore 
Company) announce substantial cutbacks in serum 
production. At present it is estimated 20 million polio- 
myelitis shots are in storage in the United States... . 
An employment profile of scientists in 1954 and 1955 
has been released by the National Science Foundation. 
The report, based on data collected from 94,000 scien- 
tists, finds that 41% had Ph.D. degrees, 25% M.A. de- 
grees, and 32% A.B. or first professional degrees. . . . 
The National Naval Medical Center at Bethesda, Md., 
received a plaque from the officers and men of the 
Pakistan Naval Hospital, Karachi, Pakistan, for assist- 
ance in providing training in various medical special- 
ties for Pakistani officers. . . . The state of Texas and 


the United States Air Force recently held a joint con- 
ference on traffic safety to discuss ways of reducing 
traffic accidents among air force personnel on public 


highways. 
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The full effects of each dose 
develop quickly to permit rapid 
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patient's therapeutic range, which 
may be reduced in the seriously 
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balance and uniformity of 
therapeutic effect, prescribe 
"LANOXIN' brand Digoxin. 
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HELPFUL 
PAMPHLETS 
FOR 
BAFFLED 
PARENTS 


ALL ABOUT 


CALLING ALL PARENTS 

A delightful booklet where babies do the talk- 
ing through pictures and captions. 36 pages, 
25 cents 


WHAT DOES YOUR BABY 

PUT IN HIS MOUTH? 

Tells how to prevent accidents from choking 
and what to do if they happen. by Chevalier 
Jackson and Chevalier L. Jackson. 24 pages, 
15 cents 


BAD HABITS IN GOOD BABIES 


Including sleep disturbances, eating problems, 
stubbornness, bladder control. by H. M. Jahr, 
16 pages, 20 cents 


THUMBSUCKING 

Tells when and why babies suck their thumbs 
and what to do about it. by Margaret B. 
Kerrick, 4 pages, 10 cents 
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“I know how you must be suffering, dear” 535 N. Dearborn Street, Chicago 10, Illinois 
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NOW IN 
CORDIAL-LIKE 
FORM, TOO. 
PROMPT-ACTING, 
GOOD-TASTING 


Chicago 11, Illinois 


WITHOUT DISTURBING 


RICE) 


MENTAL ACUITY 


FAST — begins to induce “peace of mind” 
within 15 minutes.’ 


EFFECTIVE — approximately 90% clinical 
response in anxiety and tension states.'.?° 


WELL-TOLERATED — virtually no side ef- | 
fects are reported. No toxic action on liver, 
blood or brain.':?* 


DOSAGE: Adults, usually one 25 mg. tablet 
or two tsp. Syrup, t.i.d. Children, usually 
one 10 mg. tablet or one tsp. Syrup, once 
or twice daily. Adjust as needed. 


SUPPLIED: In tiny 25 mg. (green) tablets, 
and 10 mg. (orange) tablets, bottles of 100. 
ATARAX Syrup in pint bottles, containing 
2 mg. ATARAX per Cc. 


References: 1. Farah, Luis: Int. Rec. of Med. & Gen. 
Prac. Clin. 169:379 (June) 1956. 2. Shalowitz, M.: 
Geriatrics, July, 1956. 3. Robinson, H. M. et al: 
J.A.M.A. 161:604 (June 16) 1956. 
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to dispel anxiety and depression 


One capsule represents 5 mg. DESOxYN (Methamphetamine, Abbott) 
Hydrochloride and 30 mg. NEMBUTAL (Pentobarbital, Abbott) Sodium. 
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true “tranquilizer” and a potent antiemetic 


E Clinically proved, before introduction, in over 12,000 patients 
Minimal side effects 


Smith, Kline & French Laboratories, Phitadelphia 
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U Physicians 4 
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Medical Schools 
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Other Scientific 
Groups 
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Chicago 10, Illinois 


Please send film catalog to fi 
ADDRESS. 


“You've been relaxing too hard! 
You need to get away and work!” 


| 
I 
Am 
| 


Pages 


Essence of General Practice 


What, if you enter general practice, do you hold yourself out 
as being or as being prepared to do? . . . The general practi- 
tioner does indeed held himself out as ready to be consulted 
about any lesion, disease, malfunction, or disharmony in the 
whole or any part of the body; to examine into it and sort it 
out and either to deal with it himself or at least to give 
pertinent and useful advice and to put the patient in the way 
of obtaining the investigation and treatment he ought to have. 
One might go still further, because not only do patients bring 
to their doctor bodily symptoms due solely to emotional con- 
flicts but they will sometimes treat him quite frankly as their 
guide in life’s perplexities and they will also come, or bring 
their children, to display their good health and to ask him to 
maintain it. Are these pretensions, which we should confess io 
be beyond any man’s reach? Is the whole idea of a general 
practitioner a sham? Frankly I do not think so. 

It is not beyond the power of a well-trained, intelligent 
medical man to get—and make some sense of—an honestly given 
medical history; to make a useful and purposeful examination, 
direct or indirect, of any organ or part of the body (not of 
course a complete examination but one which will throw light 
on the nature of the trouble); to form a working hypothesis 
if he cannot make a diagnosis, and to decide on the most useful 
next step if he cannot deal finally with the trouble himself. . . . 
The essentials, then, of general practice, as I see it, are that it 
. general, not knowing the limitations of a specialty but con- 
-erned with the whole man and with the whole field of medi- 
cine; that it involves continuous care; and that it is personal, 
both in the sense of not being impersonal and in the sense of 
being if not quite a one-man at least a whole-man job. 

What . . . are its penalties and its rewards? Its chief penalty 
is the counterpart of its continuousness and its personalness— 
continuing and personal responsibility. Partnerships and the like 
can do much to ease the burden, but in essence it must be 
accepted. Holidays are holidays and every doctor should have 
them, but if you accept the conception of practice I have been 
setting before you I think it is clear that six-hour days and five- 
day weeks are not applicable to it. By and large the G.P. 
cannot be off duty in his own home. Many kinds of specialist 
can. Rewards? Well, one of them is pay, in coin of the realm— 
a shocking thing to mention here! But I want to mention it 
for a particular reason. The practice of medicine is an art—for 
Hippocrates the Art. All artists work partly for money. 
Shakespeare wrote his plays, Bach composed his Brandenburg 
concertos, Michael Angelo got his David out of that lump of 
marble partly for money; but none of them got very rich. Many 
lesser artists have made much more money. I want to suggest 
that anyone who wants to practise medicine in mental comfort 
must decide early, consciously, and definitely which he is 
going to put first—his art or his income. If he puts his art first 
he will be a better doctor, if his income he will be a richer 
man; but if he does not decide he will get into small ethical 
tangles every day and may get into a big one, like the foolish 
young man in that queer book The Citadel. Let’s assume you 
put the art first and make a livelihood, what other rewards? 
The thanks of grateful patients and the sense of serving the 
community. Very good, but subtract the searing ingratitudes of 
the ungrateful, the losing battle with degeneration and death, 
and the doubts which must assail us all about the community- 


value of medicine; and the balance is, perhaps, not so very 
great. .. . The one lasting, dependable, yet immaterial reward 
is the work itself—the practice of clinical medicine. . . . First 
make sure you can examine your patients. Make to yourselves 
friends in the special departments and compel them to teach 
you to use all those scopes and specula so that you can see, easily 
and for certain, the fundus oculi, the ear-drums, the vocal 
cords, the nasal passages, the rectal mucosa, and the cervix 
uteri, and tell whether what you see is normal or abnormal. 
Learn to do with your hands as many useful things as possible. 
Take a new look at the hospital and see it full not of “cases” 
oi “clinical material” but of sick persons—people in trouble, 
husbands, wives, fathers, mothers, children, people with homes 
and jobs and lives of their own. Get to know a few if you can 
and try your hand at the difficult task of putting medicine 
accurately into the vernacular. . . . 

Finally, if I may fly high for a moment, I cannot see how 
you can practise medicine on a basis of reason unless you ‘first 
formulate, for your private use, some sort of philosophy of 
life and in particular decide whether you believe in “Man, a 
machine” or “Man, not a machine.” Either belief is tenable, 
and I am not going to argue about their truth; but it must be 
very difficult to practise on the basis of the first. Practice is 
easier if you hold that we all have a mind which is not the 
brain, nor yet a function or secretion of it, but a separate 
entity. You need not attempt to define it closely so long as you 
are prepared to assume its existence quite frankly, call it by its 
name, speak of it to your patients (who have never troubled to 
think whether they believe in it or not), and assume that it 
has its own primary disorders which express themselves in 
bodily symptoms. If the word “brain,” which should mean that 
thing inside the skull, is used for “intellect” or “sanity,” and 
the word “nerves,” which should mean—well, nerves (motor, 
sensory, or mixed), is used to mean “anxiety,” “fear,” “tem- 
perament,” or the state of being in love, then rational dealing 
with the whole vast class of psychosomatic disorders becomes 
impossible and the confusion in the mind of the patient is 
very likely to spread to the doctor. Recognize the mind, call it 
by its name, put it, as it were, on the table between you and 
the patient, and you can begin to think and talk good sense 
about these things.—L. W. Batten, M.B., M.R.C.P., Essence of 
General Practice, Lancet, Aug. 25, 1956. 


On Going Berserk 


Berserk was a mighty hero in Norse mythology. Legend 
states that he was the grandson of the mythical eight-handed 
Starkadder. He was renowned for his consummate bravery and 
for the fury of his attack in battle. He had twelve sons who 
were his equals in courage. He never fought in armor but in 
his ber sark, which means “bearskin” in the Nordic languages. 
Thus the term berserk became synonymous with reckless cour- 
age. During the Saga time in Iceland and in the Scandinavian 
countries (A. D. 870-1030), and for some time prior to that 
period of careful historical recording, the Berserks, apparently 
bearing the same name as the legendary warrior, arose as a 
predatory group of brawlers and killers who disrupted the 
peace of the Viking community repeatedly. . . . There is a 
fascinating theory that Berserksgang, or the act of “going ber- 
serk,” . . . may not have been a psychogenically determined 
habit pattern, but may rather have been the result of eating toxic 
mushrooms. This idea, fantastic though it may appear at first 
glance, has won general acceptance among Scandinavian 
scholars.—H. D. Fabing, M.D., On Going Berserk: A Neuro- 
chemical Inquiry, The Scientific Monthly, November, 1956. 
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ACHROMYCIN | now in handy, 
plastic dropper-bottle 


Tetracycline HCl 

A new unbreakable dropper-bottle makes it easier 
for mothers to accurately dispense ACHROMYCIN* 
Tetracycline Liquid Pediatric Drops. As a result, 
you can prescribe with greater confidence that your 
exact regimen will be followed. You can be certain, 
also, that even the tiniest tot will take to the cherry 
= flavor of this product. The drops can be squeezed 
oy =: directly onto the child’s tongue, or mixed with 


fO8 USE 


milk, fruit juice, or other liquids. Potency: 100 
pop y f mg. per cc. (20 drops). 


liquid pediatric drops 


Accurate dosage 


made easier. Same 


Of course, this is just one of the many dosage forms 
of ACHROMYCIN prepared for your convenience. 
From 2] types, you can choose the one best suited 
to the patient’s needs. Each provides true broad- 
spectrum activity, and prompt control of infection 
with negligible side effects. 


DAILY DOSAGE OF ACHROMYCIN Liquid Pediatric Drops is 
easy to remember, too: one drop per pound of body weight, 
divided into four equal doses, at meals and at bedtime. 


A WIDELY USED form of 
tetracycline is ACHROMYCIN 
Capsules—the only dry-filled, 
sealed capsules on the mar- 
ket. Advantage: rapid and 
complete absorption, tam- 
perproof contents. Available 
in potencies of 50, 100, 
and 250 mg. 


TO INITIATE THERAPY, 
many physicians use the 
intramuscular form of 
ACHROMYCIN, then pre- 
scribe one of the oral forms 
to continue the regimen. 
The vial of 100 mg. is as 
convenient to use in the 
home as in the office. 


OCULAR INFECTIONS of 
many kinds, including vari- 
ous forms of conjunctivitis, 
respond to ACHROMYCIN 
Ointment (Ophthalmic) 1%. 
Bland, simple to apply, does 
not sting or burn. Mild infec- 
tions may respond within 
‘48 hours. 


The Lederle representative or your local pharmacist 
will gladly tell you about the many other 
ACHROMYCIN dosage forms. 
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clinically proved, before introduction, in over 12,000 patients 


announcing 


a further advance in psychopharmacology 


a true “tranquilizer” 
and potent antiemetic 


with minimal side effects 


indicated in: 


e mental and emotional disturbances— 
mild and moderate—encountered in 


everyday practice 
e nausea and vomiting—mild and severe 


available in 5 mg. tablets 


WO) Smith, Kline & French Laboratories, Philadelphia 1 


a : 
| 
4 
4 
4 
4 
/ 
| 
| 


32 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


ANNUAL CONGRESS ON INDUSTRIAL HEALTH, Biltmore Hotel, Los Angeles, 
Feb. 4-6. Dr. B. Dixon Holland, 535 North Dearborn St., Chicago 10, 
Secretary. 

ANNUAL CONGRESS ON MeEpDICAL EpUCATION AND LICENSURE, Palmer 
House, Chicago, Feb. 10-12. Dr. Edward L. Turner, 5385 North Dear- 
born St., Chicago 10, Secretary. 


AMERICAN ACADEMY OF ALLERGY, Statler Hotel, Los Angeles, Feb. 4-6. 
Mr. James O. Kelley, 208 East Wisconsin Avenue, Milwaukee 2, Execu- 
tive Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 26-31. Mr. John K. Hart, 116 S. Michigan Ave., Chicago 3, Execu- 
tive Secretary. 

AMERICAN COLLEGE OF RADIOLOGY, Drake Hotel, Chicago, Feb. 8-9. Mr. 
William C. Stronach, 20 North Wacker Drive, Chicago 6, Executive 
Secretary. 

AMERICAN SOCIETY FOR SURGERY OF THE HANb, Palmer House, Chicago, 
Jan. 25. Dr. George S. Phalen, Cleveland Clinics, 2020 Kast 93d St., 
Cleveland 6, Secretary. 

CENTRAL SURGICAL AssociATION, Drake Hotel, Chicago, Feb. 21-23. Dr. 
Charles D. Branch, 102 North St., Peoria, Ill., Secretary. 

NEUKOSURGICAL SOCIETY OF AMERICA, Palm Springs, Calif. Jan. 16-19. 
Dr. Frank P. Smith, Strong Memorial Hospita:, Crittenden Blvd., 
Rochester, N. Y., Secretary. 

New York, MEpDICAL SociETY OF THE STATE OF, Sesquicentennial Con- 
vention, Hotel Statier, New York City, Feb. 18-21. Dr. Walter P. 
Anderton, 386 Fourth Ave., New York City 16, Secretary. 

Nortuwesr Society ror Ciinicat Researcu, Seattle, Jan. 19. Dr. Arthur 
L. Rogers, 1216 S. W. Yamhill St., Portland 5, Ore., Secretary. 

Ou1o VALLEY ProcToLocic Society, Sheraton-Gibson Hotel, Cincinnati, 
Jan. 11-12. Dr. A. Gerson Carmel, 214 Doctors Bldg., Cincinnati 2, 
Secretary. 


REGIONAL MEE1INGs: 
AMERICAN COLLEGE OF PHYSICIANS: 
Colorado, Coiomade Springs, Juu. 18-19. Dr. C. Wesley Eisele, 4200 
Last Yth Ave., Venver 2v, 
Deiaware, Wilmington, Feb. Y¥. Dr. Waid W. Briggs, 1026 North 
Jackson St., Wuuuoxgton 2, Cramnuan. 
Eastem Pennsyivauma, Jau. 18. Dr. Thomas M. Mc- 
Milian, 330 South Ninth 7, Governor. 
Missouri, St. Louis, Keb. 23. Cari V. Moore, 600 S. Kingshighway 
Bivd., St. Louis 10, Governor. 
Southern California, Santa Barbara, keb. 23-24. Harry E. Henderson, 
1421 State St., sana waibara, Cnauman. 
AMEWCAN COLLEGE OF 3. KGEONS: 
Louisiana, New Oneans, jung and Koosevelt Hotels, Feb. 4-7. Dr. 
Howard R. Mahorner, 2030 St. Charles Ave., New Orleans 13, 
Chairman. 
Puerto Kico, San Juan, Caribe-iiiitun Hotel, Jan. 17-18. Dr. Jose A. 
Noya Benitez, JUL Avenue de Diego, Santuice, P. K., Chairman. 
UNITED STATES SECTION, INTERNATIONAL COLLEGE OF SURGEONS: 
Mid-Atlantic, White Sulphur Spiimgs, W. Va., Greenbrier Hotel, Feb. 
10-13. Dr. E. G. Gill, 711 3S. Jetterson St., Roanoke, Va., Chairman. 
Sourn ATLANTIC ASSOCIATION OF OBSTETKI.LANS AND GYNECOLOGIS 1S, 
Francis Marion Hotel, Charleston, S.C., Feb. 6-8. Dr. C. H. Mauzy, 
Bowman Gray School of Medicine, Winston-Salem, N. C., Secretary. 
STATES’ MepiCAL PosrGRADUATE Assoc1ATION, Palmer House, Chicago, 
Feb. 10. Miss Chariotte W. Troutwine, 30 Fenway, Boston 15, Mass., 
Secretary. 
WESTERN Society FoR Researcu, Carmel-by-the-Sea, Calif., 
Jan. 31-Feb. 2. Dr. Arthur J. Seaman, 3181 S.W. Sam Jackson Park Kd., 
Portland 1, Ore., Secretary. 


FOREIGN AND INTERNATIONAL 

ASSEMBLY OF ASSOCIATION OF FRENCH SPEAKING Doctors, Great Hall, 
Faculty of Medicine, 85 Boulevard Saint-Germain, Paris, France, Oct. 
16-18, 1957. For information address: General Secretary, Congrés Fran- 
cais de Medecine, Prot. G. Boudin, Paris, France. 

CANADIAN MEDICAL AssuciaTI0oNn, Edmonton, Alberta, Canada, June 17-21, 
1957. Dr. A. D. kKetly, 150 St. George Street, Toronto 5, Ont., Canada, 
General Secretary. : 

or Generar Practice, Sheraton-Mt.. Koyal Hotel, Montreal, 
P. Q., Canada, March 4-6, 1957. Dr. W. V. Johnston, 176 St. George St., 
Toronto 5, Ont., Canada, Executive Director. 

Concress or Frencn Cuaprter, International College of Surgeons, Reims, 
France, May 3l-June 1, 1957. Dr. Darget, 17 rue Casteja, Bordeaux 
(Gironde) France, Secretary General. 

ConGREsS OF FRENCH Society OF OPHTHALMOLOGY, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

CONGRESS OF INTERNATIONAL ANESTHESIA REsEARCH Society, Phoenix, 
Ariz., U.S. A., April 1-4, 1957. For information address: Dr. A. William 
Friend, Wade Park Manor, Cleveland 6, Ohio, U. S. A. 
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ConGREsS OF INTERNATIONAL ASSOCIATION FOR STUDY OF THE BRONCHI, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F. 
Lopo de Varvalho, 138 rua de Junqueira, Lisbon, Portugal. 

ConGRESS OF INTERNATIONAL SOCIETY FOR CELL BroLocy, St. Andrews, 
Fife, Scotland, Aug. 28-Sept. 3, 1957. Prof. H. G. Callan, Bell Pettigrew 
Museum, The University, St. Andrews, Fife, Scotland, Secretary General. 

Concress OF INTERNATIONAL SOCIETY OF ORTHOPEDIC SURGERY AND 
TRAUMATOLOGY, Barcelona, Spain, Sept. 16-21, 1957. For information 
address: International Society of Orthopedic Surgery and Traumatology, 
34, rue Montoyer, Brussels, Belgium. 

Concress OF INTERNATIONAL SOCIETY OF SURGERY, Mexico City, Mexico, 
Oct. 27-Nov. 2, 1957. Dr. L. Dejardin, 141, rue Belliard, Brussels, 
Belgium, General Secretary. 

ConcGrEss OF INTERNATIONAL UNION AGAINST TUBERCULOsIS, New Delhi, 
India, Jan. 7-11, 1957. For information address: International Union 
Against Tuberculosis, 15 rue Pomerue, Paris 16e, France. 

FreNcu CONGRESS OF OTOLARYNGOLOGY, Faculte de Medecine de Paris, 
Paris, France, Oct. 15-18, 1957. For information address: Administrative 
Secretary, French Congress of Otolaryngology, 17, Rue de Buci, Paris, 
France. 

HEALTH CONGRESS OF ROYAL SOCIETY FOR THE PROMOTION OF HEALTH, 
Folkestone, Kent, England, April 30-May 3, 1957. Mr. P. Arthur Wells, 
90 Buckingham Palace Road, London, $.W.1, England, Secretary. 

INTER-AMERICAN CONGRESS OF PAN AMERICAN MEDICAL ASSOCIATION, 
Mexico City, Mexico, Nov. 18-22, 1957. Dr. Joseph J. Eller, 745 Fifth 
Ave., New York 22, N. Y., U.S. A., Executive Director. 

INTER-AMERICAN MEbic AL CONVENTION, Hotel El Panama, Panama City, 
Republic of Panama, April 3-5, 1957. Dr. William T. Bailey, Medical 
Association of the Isthmian Canal Zone, Box “‘E”, Balboa Heights, 
Canal Zone, Chairman, Publicity Committee. 

INteRiM Or PAN AMERICAN ASSOCIATION OF OvlitHALMOLOGY, 
Hotel statier, New Louk, N. Y., U.S. A., April 7-10, 1957. Dr. Brittain 
k. Payne, 17 Last 72nd Street, New York 21, N. Y., U.S. A., President. 

INtEKNATIONAL CONFLKENCE ON AUDIOLOGY, Chase Hotel, St. Louis, Mo., 
U.S. A., May 13-16, 1957. For mformation address: Dr. S. Richard 
Silxerman, Central lustitute tor the Deat, 818 South Kingshighway, 
St. Louis, Mo., U.S. A. 

INTERNATIONAL CONFERENCE ON THE INFLUENCE OF LIVING AND WORKING 
Conpitions ON HEALTH, Cannes, France, Sept. 27-29, 1957. For infor- 
mation address: Secretariat, World Congress of Doctors, Vienna 1, 
W ollzeile 29/3, Austria. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHO- 
ESOPHAGOLOGY, Philadelphia, Pennsylvania, U.S. A., May 12-13, 1957. 
D1. Chevalier L. Jackson, 3401 North Broad St., Philadelphia 40, Penn- 
s»tvamia, U.S. A., Secretary. 

INTERNATIONAL CONGRESS ON MEDICAL AND SCIENTIFIC FILM, Palace of 
Expositions at the Valentino, Turin, Italy, June 1-9, 1957. For information 
address: Secretariat, Minerva Medica. Corso Bramante 83-85, Turin, Italy. 

INTERNATIONAL CONGRESS ON MEDICINE AND SURGERY, Palazzo of Exposi- 
tions at the Valentino, Turin, Italy, June 1-9, 1957. For information 
address: Segreteria Generale, Minerva Medica. Corso Bramante 83-85, 
‘Turin, Italy. 

INTERNATIONAL CONGRESS OF OTOLARYNGOLOGY, Hotel Statier, Washing- 
ton, D.C., U.S. A., May 5-10, 1957. Dr. Paul H. Hotinger, 700 North 
Michigan Ave., Chicago 11, Lllinois, U.S. A., Geneial Secretary. 

INTERNATIONAL CONGRESS OF PHOTOBIOLOGY, Torino, Italy, June 2-8, 1957. 
For information address: Prof. Enrico Benassi, Dept. of Kauiology, Uni- 
versity of Torino, Torino, Italy. 

INTERNATIONAL CONGRESS ON RHEUMATIC D1sEAsEs, Torunto, Ont., Can- 
ada, June 23-28, 1957. For inturmation address: International Congress 
on Rheumatic Diseases, P.O. Box 237, Terminal “A,” Toronto, Ont., 
Canada. 

INTERNATIONAL CONGRESS FOR SOCIAL Mevicine, Vienna, Austria, May 
31-June 2, 1957. Secretariat: Prot. Dr. ‘1. Antome, Vienna Y, Spitalgasse 
24, Austria, 

INTERNATIONAL LEAGUE AGAINST EPiLepsy, Brussels, Belgium, July 21-28, 
1957. Dr. Radermecker, Institut Bunge, 59 rue Philippe Milliot, Berchem, 
Antwerp, Beigium, Secretary General. 

INTERNATIONAL NEUROLOGICAL ConGreEss, Brussels, Belgium, July 21-28, 
1957. Dr. Ludo Jan Bogaert, Institut Bunge, 59 rue Philippe Milliot, 
Berchem, Antwerp, Belgium, Secretary General. 

INIERNATIONAL SCLiENTIFIC CONGKESS OF INTERNATIONAL COLLEGE OF 
SurGEONS, University City, Mexico, D. F., Mexico, Feb. 24-28, 1957. For 
intormation address: Secretary, Mexican Congress, International College 
ot Surgeons, 1516 Lake Shore Drive, Chicago 10, Lll., U. S. A. 

INTERNATIONAL Voice CONFERENCE (LARYNGEAL KESEARCH FUNCTION 
_AND THERAPY), Chicago, Illinois, U. S. A., May 20-22, 1957. For in- 
formation address: Dr. Hans von Leden, 30 North Michigan Ave., Chi- 
cago 2, Illinois, U. S. A. 

LaTIN AMERICAN CONGRESS OF OTOKHINOLARYNGOLOGY AND BRONCHO- 
ESOPHAGOSCOPY, Lima, Peru, S. A., April 15-30, 1957. Dr. Jose Daris 
Torres, Av. Gmo. Prescott 240, Orrantia, Lima, Peru, S. A., Secretary 
General. 

NEURORADIOLOGIC SyMposiuM, Brussels, Belgium, July 21-28, 1957. For 
information address: Professor Melot, Hépital Universitaire St. Pierre, 
Brussels, Belgium, Secretary General. 

Pan AMERICAN ConGress ON Cancer CyToLocy, Eden Roc Hotel, Miami 
Beach, Fla., U. S. A., April 25-29, 1957. Dr. J. Ernest Ayre, 1155 N.W. 
14th St., Miami, Fla., U. S. A., General Chairman. 

Pan-Paciric Surncicat ConGress, Honolulu, T. H., Nov. 14-22, 1957. 
Dr. F. J. Pinkerton, Room 230, Young Bldg., Honolulu, T. H., Director 
General. 

Harvey TERCENTENARY Concress, Royal College of Surgeons. 
London, England, June 3-7, 1957. Dr. D. Geraint James, Harveian 
Society of London, 11 Chandos St., Cavendish Square, London, W.1, 
England, Honorary Secretary. 

Worvp ConGress FoR ACUPUNCTURE, Vienna, Austria, May 25-28, 1957. 
For information address: Austrian Association for Acupuncture, XV, 
Schwenderstiasse 57, Vienna, Austria. 
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jor the average 


patient in 


everyday practice 


© well suited for prolonged therapy 
@ well tolerated, nonaddictive, essentially nontoxic 
® no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 
®@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY (i) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate —U. 8. Patent 2,724,720 
A) SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 
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THE MILTOWN MOLECULS 


Highly Purified ACTHAR Gel 
is the most widely used ACTH 
preparation— 


Highly Purified ACTHAR Gel 
has the greatest volume of 
clinical experience— 


Highly Purified ACTHAR Gel 
is regarded as an international 
standard of potency— 


and 


has a safety record unsurpassed 
by any other drug of comparable 
power, scope and action. 


Some common indications from more than 
100 diseases in which you can expect rapid 
effects from short-term therapy: 


Allergies, including Asthma 
Drug Sensitivities 
Penicillin Reactions 


Highly Purified ACTHAR Gel is The Armour Laboratories 
Brand of Purified Repository Corticotropin (ACTH) 


AA THE ARMOUR LABORATORIES 
® A DIVISION OF ARMOUR AND COMPANY « KANKAKEE, ILLINOIS 
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MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 

Sunday, Dec. 30 
ABC-TV, 4:30 p. m. EST. “Medical Horizons” reports, from 
the Metabolic Unit for Research of the California Medical 
Center, San Francisco, on hormones secreted by the adrenal 
glands. The program is produced in cooperation with the 
American Medical Association. 

Sunday, Jan. 6 
ABC-TV, 4:30 p. m. EST. “Medical Horizons” takes up the 
subject of alcoholism. The program, produced in cooperation 
with the American Medical Association, will originate from 
St. Vincent Hospital, Worcester, Mass. 


MAGAZINES 


Reader’s Digest, January, 1957 
“They're Bringing the Doctor Back to Main Street” 
This article, condensed from THe JourNaL, tells of the 
work of physician placement services operated by the 
A.M. A. and state medical societies and of efforts on the 
part of small communities to attract doctors. 
“Your Amazing Circulatory System,” by J. D. Ratcliff 
This article, condensed from Today’s Health, states: “your 
blood is a remarkable fluid, and the transport system which 
carries it a marvel. The throb you feel when you press 
fingers to wrist is the faint murmuring of one of the wonders 
of the universe.” 
“A Father's Last-Chance Invention Saves His Son,” by 
Howard LaFay 
An engineering technician invented a valve for hydro- 
cephalics to save the life of his infant son. 
“How to Overcome Mental Blocks,” by Morton M. Hunt 
This article tells us “What psychologists have learned 
about the strange ‘mental short circuits’ that sometimes 
freeze our minds and paralyze our imaginations.” 
“Happiness Doesn’t Come in Pills,” by Arthur Gordon 
In this article, condensed from Woman’s Day, the author 
points out that “a certain amount of tension is an unavoida- 
ble part of living, and a certain amount of anxiety is a sign of 
life.” Consumption of tranquilizers cannot bring happiness. 
McCall’s, January, 1957 
“What Is a Baby?” by Dr. Herbert Thoms and Bruce 
Bliven Jr. 
This article gives an answer to such questions as: “What 
does the first cry of a newborn baby mean? How does he 
benefit from being the most helpless of all creatures at 
birth?” 
Coronet, January, 1957 
“The Cancer Victims We Can Save Now,” by Norman M. 
Lobsenz 
“Many of the 12,000 American women who die needlessly 
each year from cervical cancer may now be saved—thanks 
to the wider use of a diagnostic tool (cytology ) that enables 
doctors to make the earliest possible identification of cancer 
of the cervix.” 
“The Miracle of Vision,” by John Pfeifter 
“Chief sentinel of the mind, the eye is a miniature motion 
picture camera, complete to shutters, filters—and even a 
light meter.” 
Family Circle, January, 1957 
“The Questions You Ask About Mental Health,” by Dr. Kirk 
Seaton as told to Mary Jacobs 
An Elizabeth, N. J., psychologist tells “what helps a healthy 
mind stay well.” 
This Week, Dec. 23, 1956 
“Merry Christmas, Doctors!” by Bob Hope 
The famous comedian pays tribute to the doctors he has 
met during his lifetime—pointing out their accomplishments 
and devotion to duty. 
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BRAND OF MECLIZINE HYDROCHLORIDE 


1. longest acting— 


. .. the duration of action with meclizine [Bonamine) is clearly 
longer than that of the other drugs tested.” 

*. .- for long sea voyages where it may be necessary to continue 
medication for several days, meclizine [Bonamine] seems to be 
the drug of choice.” + 
2. in recommended dosage Bonamine is 

notably free from side reactions — 

Bonamine did not show “. . . a higher incidence of any side-effect 
than did the placebo.” f 
relief of symptoms in minutes 
one dose often effective for 24 hours 


~ -Bablets, tasteless, scored, 25 mg. Chewing Tablets, mint flavored, 25 mg. 
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160:755 (March. 3 1956, 
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when your choice 


omycetin 


Palmitate 


pleasant-tasting Chloromycetin for pediatric use 


When Chloromycetin (chloramphenicol, Parke-Davis) is the drug of choice for 
youngsters with systemic infections, you can make sure of their cooperation by 
prescribing appealing, custard-flavored SUSPENSION CHLOROMYCETIN PALMITATE. 2 
Children of all ages take it cheerfully. 


Besides being easy to give, SUSPENSION CHLOROMYCETIN PALMITATE 
does not need refrigeration... mothers can keep it handy in the sickroom. Its liquid 
form helps them to adjust dosage accurately, as directed. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be 

used indiscriminately or for minor infections. Furthermore, as with certain other 
drugs, adequate blood studies should be made when the patient requires 
prolonged or intermittent therapy. 


supplied: suspENs1ION CHLOROMYCETIN PALMITATE, containing the equivalent 
of 125 mg. of CHLOROMYCETIN per 4 cc., is available in 60-cc. vials. 


“ 4 % PARKE, DAVIS & COMPANY vetroit 32, MICHIGAN 
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Virtually all acute bacterial infections of the 
throat, nose, ear, and lung yield quickly. Yet, 
because the coliform bacilli are highly insensitive, 
the bacterial balance of the intestine is seldom dis- 
turbed. 


‘Ilotycin’ kills susceptible pathogens of the re- 
spiratory tract. Therefore, the response is decisive 
and quick. Bacterial complications such as otitis 
media, chronic tonsillitis, and pyelitis are less likely 
to occur. 


EC a ANNIVERSARY 1876 + 1956 ij ELI LILLY AND COMPANY 


(ERYTHROMYCIN, LILLY) 


‘Ilotycin’ is notably safe and well tolerated. 
Staphylococcus enteritis and avitaminosis have not 
been encountered. 


With usual dosages, gastro-intestinal hypermotility 
is not observed in bed patients and is seen in only a 
small percentage of ambulant patients. 


Available as specially coated tablets, pediatric sus- 
pensions, I.V. and I.M. ampoules. 
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INDICATIONS FOR VACCINATION AGAINST POLIOMYELITIS 


John R. Paul, M.D., New Haven, Conn. 


With the ever-increasing use in the United States 
of a formalinized (killed virus) antipoliomyelitis vac- 
cine (the Salk vaccine), which now has been adminis- 
tered to many millions of children, one can entertain 
the reasonable hope that by the end of 1956 there will 
have been a substantial reduction in the annual quota 
of cases of paralytic poliomyelitis in this country. Dur- 
ing the last 14 months, safety factors in the preparation 
of this vaccine seem to have been successfully con- 
trolled; it has been demonstrated that some degree of 
immunity to the most severe (paralytic) forms of this 
infection has been established in a large percentage of 
the vaccinees and this immunity may last at least one 
to two years. Among the important problems to be 
discussed are (1) how this vaccination will affect the 
rate at which and degree to which vaccinees acquire 
subsequent inapparent alimentary infections with polio- 
viruses (the only evidences of these infections are the 
excretion of virus from the throat or intestinal tract and 
the coincidental development of antibodies) and (2) 
what the ultimate duration of immunity to paralytic 
poliomyelitis will be. Careful laboratory observations 
will soon answer the first question. Time will eventu- 
ally answer the second. 


Naturally Acquired Immunity 


My approach to this problem will be to consider 
how immunity to poliomyelitis comes about naturally 
in populations unvaccinated against poliomyelitis and 
what leads can be obtained from such experience to 
indicate who should be vaccinated and how often. It 
is common knowledge that most of us have been in- 
fected subclinically, i. e., so-called alimentary infec- 
tions with one or more types of poliovirus during 
childhood and thereby have gained our immunity. 
However, it is not common knowledge that reinfection 
of this kind, with the same type of poliovirus, can be 
readily induced artificially. Koprowski’ and Sabin * 
have shown that individuals sometimes may be in- 
fected artificially more than once with the same type 
of attenuated poliovirus and, indeed, the same strain. 


* Immunity to poliomyelitis comes about naturally 
and early in life in some unvaccinated populations. 
In others, high susceptibility prevails in all age groups 
so that severe epidemics involve children, parents, 
and grandparents. In the United States differences 
exist not only between states but even within cities, 
and in general the people in the poorest urban areas 
become immune early in life. It is a question whether 
vaccination with the killed antigen will prepare young 
people, for instance, to resist the risk young porents 
face when exposed to the infection by their own 
children. If it turns out that natural infection helps to 
keep up the individual’s immunity, it may be neces- 
sary to have the feeding of live virus regularly follow 
the inoculation of killed vaccine. The invaluable start 
that has been made should not be regarded as the 
final technique of immunization against poliomyelitis. 


Practical questions about this are as follows: 1. 
How soon would one expect immunity to decline in 
persons vaccinated with the formalinized (Salk) vac- 
cine according to the present schedules? Regardless 
of whether immunity declines rapidly or slowly, will a 
full course of revaccination, or a series of so-called 
booster inoculations be indicated in children, adoles- 
cents, and young adults every few years or so? 2. On 
the other hand, to what extent can one depend upon 
natural alimentary infections or reinfections in a 
vaccinated child to keep his or her immunity auto- 
matically in constant repair? By this I mean the main- 
tenance of immunity against both severe and mild in- 
fections, not only for 5 or 10 years but for life. That 
paralytic infections may occur in a certain percentage 
of immunized vaccinees is recognized. Less is known 
about the prevalence of alimentary infections in vac- 
cinees, but that such mild infections may occur ( with- 
in 12 months of vaccination) is an established fact 
from field observations made by several groups in 
1954 and 1955, although in 1955 the full course of 
vaccination was not given. That an alimentary in- 
fection may be experimentally induced in a vaccinee 
has been demonstrated at least once, when feeding 


From the Section of Preventive Medicine, Yale University School of Medicine. 
Read before the General Scientific Meetings at the 105th Annual Meeting of the American Medical Association, Chicago, June 11, 1956. 
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of type 3 attenuated poliovirus was carried out in a 
child 9 years of age vaccinated one month previously 
with two doses of Salk vaccine. In this child, a post- 
vaccinal alimentary infection was quickly established,’ 
and virus was excreted for at least 39 days sub- 
sequently. 
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Fig. 1.—Comparison of age distribution of poliomyelitis cases in Con- 
necticut in 1916 and 1955. (Data from Dr. James C. Hart and Dr. Mila E. 
Rindge, Bureau of Preventable Diseases, Connecticut State Department of 
Health, Hartford, Conn. ) 


Methods of Measuring Immunity 


Before considering the role natural infections may 
play in the maintenance of the immunity of a vacci- 
nated child, it seems worthwhile to review the status 
of immunity or susceptibility in various unvaccinated 
populations, both in this country and abroad. There 
are at present at least two ways of measuring immu- 
nity or susceptibility to this disease in a sample of a 
given population. One of these is by a serologic sur- 
vey, the other by recording the ages at which clinical 
poliomyelitis infections occur. The former calls for 
testing of blood specimens for antibodies (against the 
three types of poliovirus). Such a sample should cover 
all age groups under 30 years and, I might add, may 
advantageously also cover groups representing differ- 
ent kinds of geographical or socioeconomic environ- 
ments. 

I do not have to emphasize here that presence of 
antibodies and immunity are not synonymous. Only 
indirectly does the presence of specific antibodies of 
a given titer in a previously infected or immunized 
individual suggest that the individual may resist sub- 
sequent poliomyelitis infection, provided he is not too 
heavily exposed to virus. 

The second method of estimating immunity against 
poliomyelitis within a population is to record the ages 
at which clinical poliomyelitis is or has been actually 
acquired within a given period of time. If, for instance, 
all of the poliomyelitis cases recognized clinically with- 
in a given population are limited to children, this usually 
means that the local adult population is probably im- 
mune. An illustration of this approach can be found 
in figure 1, where the percentage of clinical cases of 
poliomyelitis in various age groups, as recorded in the 
state of Connecticut, in two different epidemic years 
(1916 and 1955) is charted. One can estimate how dif- 
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ferent the immune status was between these two 
populations, separated by a period of 40 years, by 
considering the differences in the age groups in these 
two series of patients. Correspondingly, the indica- 
tions for vaccination might have differed in them. In 
one, that of 1916, the population was apparently 
solidly immune to paralytic poliomyelitis by the age 
of 20, while in the other, in 1955, immunity in the 
young adult population was far from solid, for there 
were many cases in the age period of 20 to 30. 

One could go far afield here and point to geographi- 
cal areas with inhabitants who have practically no 
immunity to poliomyelitis, such as those in arctic 
regions, where, so far, polioviruses have seldom pene- 
trated; and others, in North Africa, where the local 
population is apparently exposed to an excess of virus 
throughout most of every year, and where immunity 
to both paralytic and alimentary infections is solid 
after the age of about 5 years. However, when polio- 
virus does penetrate into arctic areas and is given the 
opportunity to attack these highly susceptible “virgin” 
populations, we witness severe epidemics involving 
not only children but parents and grandparents as 
well. Indeed, it is the youngest group of children who 
apparently suffer the least under these circumstances. 
Such epidemics have been described on a few occa- 
sions in the Arctic, northern Canada,‘ and Alaska.” 
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Fig. 2.—Status of immunity to poliomyelitis in arctic areas. Top, the 
period of susceptibility (vertical lines) as measured by a lack of antibodies 
to type | poliovirus. Bottom, the age distribution of cases in two of the rare 
arctic epidemics. 


The status of immunity against poliomyelitis in a 
remote arctic population as estimated from series of 
clinical cases, and a serologic survey is depicted in 
figure 2. What would be the routine indications for 
vaccination in an arctic population of this type? For 
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the first antipoliomyelitis vaccination program to be 
carried out in such a populauon, probably everyone 
within the community should be vaccinated, old as 
well as young. Subsequently, owing to the infrequency 
with which polioviruses enter the community, it is 
possible that artificial vaccination of some kind might 
well be repeated in these areas every few years, if 
immunity is to be maintained. Decisions here might 
be aided by sequential antibody surveys. 

To turn next to the opposite situation of the “im- 
mune population,” such as is seen in populations in 
the Middle East’ or North Africa,* or in others with 
comparable primitive living conditions, solid immunity 
comes early and 90% of the paralytic disease that does 
occur can be found in children under 5 years of age— 
the old-fashioned infantile paralysis (fig. 3). Serologic 
evidence through the use of the complement-fixation 
test also indicates that inapparent infections capable 
of inducing complement-fixing antibodies virtually 
cease soon after this age. This stands in great contrast 
to the situation in most parts of the United States as 
well as in the Arctic. There would be little need to- 
day to vaccinate children in North Africa or the Mid- 
dle East, unless one restricted the priority group to the 
youngest children, representing those of the age group 
of 7 months to 3 or 4 years. 
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Fig. 3.—Status of immunity to poliomyelitis in North African populations. 
The percentage of adults without antibodies in such populations is small 
(upper panel), and when paralytic cases occur they are virtually confined 
to the youngest age groups. 


In the United States, there are all gradations of sus- 
ceptibility and immunity. Not only do the poliomyelitis 
incidence rates vary geographically between north- 
eastern, north central, and southern areas of the Unit- 
ed States but the age distribution of acute paralytic 


ORD 


INDICATIONS FOR VACCINATION—PAUL 1587 
cases within these regions also differs somewhat. Dif- 
ferences in the latter may exist between white and 
nonwhite populations. In some areas, such as the 
Latin-American population of three counties in south- 
ern Texas, there is a situation almost like North Africa 
and the Middle East *; in others, which represent some 
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Fig. 4.—Comparison of rates at which antibodies to poliomyelitis were 
acquired in two different socioeconomic groups, living in the same city, 
Charleston, W. Va. U = upper socioeconomic group; L = lower socio- 
economic group. 


of our “best” areas, it is almost frighteningly like the 
Arctic.'° The differences in the age distribution of 
poliomyelitis cases between these areas, surveyed 
more or less simultaneously (1948-1954), are as great 
as those separated in time by 40 years in Connecticut: 
the Hidalgo County, Texas, age distribution being 
similar to that of Connecticut in 1916, and others to 
that of 1955 (fig. 1). 

In the United States there are gradations within the 
same city. A population living in the poorest urban 
area acquires infection and gains its immunity to polio- 
myelitis early in life, that is in infancy; an urban or 
suburban population living in or near the same city, 
but in better quarters, acquires infection and gains 
its immunity later in life. Such intraurban observations 
have been carried out recently in Charleston, W. Va."' 
(fig. 4). 

Antibody surveys, if done in the United States, 
should include the age groups from 18 to 30, for one 
of the disturbing features about the age incidence of 
paralytic poliomyelitis in this country today is the in- 
creasing frequency of adult cases, often in young par- 
ents. Young parents run the extra risk of being infected 
by their children, who may pick up the virus, 
perhaps in a nursery school, and as a result ex- 
pose their parents, particularly their mothers,'* to a 
heavier dosage of virus than the latter would ordinar- 
ily receive in the environment in which they live. The 
predominance of female cases in the group from 20 
to 30 years of age may possibly be due to an increased 
susceptibility of pregnant women as well as to greater 
exposure. The increased rate of paralytic cases in this 
age group (fig. 1, 1955, and fig. 2), as well as the sex 
differences, demands more observation and _ study. 
Meanwhile indications for vaccinating young parents 
are appreciable. 
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Postvaccinal Immunity 


While we are waiting for time to answer some of 
the questions raised, we should be reminded that both 
the duration and the degree of late postvaccinal im- 
munity to poliomyelitis are so far almost unknown 
quantities, because so few children in the United States 
have received the recommended course of three inoc- 
ulations covering a seven-month period and practically 
none have been observed for more than three years. 
What one faces, therefore, is the question as to 
whether the existing program of vaccination with a 
killed antigen will be sufficient to provide the vac- 
cinees living in North America with adequate and 
lasting immunity that will protect them when they 
reach young adult life and when they, as young par- 
ents, enter a period of higher risk through exposure 
to their own children. 

At the present time, therefore, after two years of 
field observation and estimation of the immunogenic 
capacity of the Salk vaccine’* and the surveillance 
studies by Langmuir and co-workers,'* there has been 
a demonstration of what can be called “acute immu- 
nity,” which has been reported to reduce the incidence 
of paralytic poliomyelitis by 60 to 80%. This immunity 
seems to last for at least a year or two. It does not 
eliminate alimentary infection with polioviruses that 
may be acquired in the months or years subsequent to 
vaccination, and possibly this is fortunate. A few more 
years, perhaps even two decades, of observation will 
decide whether the child vaccinated in 1955 and in 
1956 with three inoculations can keep his immunity 
against paralytic poliomyelitis in repair in order that he 
may go through young adult life unassisted by further 
artificial measures. For reasons given in this report, 
I believe the answer will depend in some measure 
on where the child lives and, as such, what his post- 
vaccinal exposure may be, because the degree of 
exposure to polioviruses differs in different places and 
according to different ways of life. 


Killed Plus Live-Virus Vaccine? 


If it turns out that natural infection will be of value 
in keeping the vaccinee’s immunity in repair, the 
question arises as to whether this matter of reinfection 
should be left to pure chance or whether the work on 
live attenuated virus vaccination might enter the pic- 
ture, as an adjunct to the use of a killed vaccine. I 
refer again to the use of attenuated strains of polio- 
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viruses found or developed by Koprowski ' and Sabin, * 
and others and now being tested in children and 
adults in several study units. Such procedures, partic- 
ularly the inoculation of killed vaccine followed 
sometime later by the feeding of live attenuated virus,” 
are for future consideration. '° 

The final technique of immunization against polio- 
myelitis has probably not been evolved. In its selection 
correlative observations might well be made with the 
methods being employed in the United States and 
elsewhere, both with killed and with attenuated vac- 
cines. In any event, however, in 1956, not only is the 
prospect hopeful but there is every reason to believe 
that an invaluable start has been made. 


333 Cedar St. (11). 


This review is based in part on recent work by the Yale Poliomyelitis 
Study Unit, which has been aided by a grant from the National Foundation 
for Infantile Paralysis. 

The type 3 attenuated poliovirus used in this study was received through 
Dr. A. B. Sabin. 
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Use of Steroids in Dermatology.—The local preparations of hydrocortisone free alcohol, hydrocortisone acetate, 
fludrocortisone acetate, steroid-antibiotic combinations, and some of the other combinations of hydrocortisone 
were found to. be valuable additions to the armamentarium of the physician provided that he takes into consid- 
eration the fact that these preparations seldom produce more than temporary relief from symptoms. In many 
instances, the necessity for systemic steroid therapy has been obviated by the proper use of the topical prepa- 
rations. It has been possible to discontinue systemic administration of steroids in some individuals by the use 
of the ointments, creams, or lotions containing hydrocortisone, hydrocortisone acetate, and fludrocortisone. Dra- 
matic relief has been afforded many patients with pruritus ani, pruritus vulvae, localized neurodermatitis, atopic 
In self-limited inflammatory conditions, the topical application of the 
steroid offers immediate relief to the patient and may prevent such a dermatosis from becoming chronic. In 
responsive chronic dermatoses, topical steroid therapy may offer a maximum relief to the patient, but in these 
eruptions it does not produce permanent involution of lesions. In many instances, topical steroid therapy may 
obviate the necessity for systemic steroid therapy.—H. M. Robinson Jr., M.D., R. C. V. Robinson, M.D., J. F. 
Strahan, M.D., and M. M. Cohen, M.D., Steroid Preparations for Topical Therapy of Skin Eruptions, United 


dermatitis, and contact dermatitis. . . . 
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PRESENT STATUS OF ATTENUATED LIVE-VIRUS POLIOMYELITIS VACCINE 


: Albert B. Sabin, M.D., Cincinnati 


The obvious reason for trying to learn all we can 
about the possibility of immunization with an orally 
given, living attenuated poliovirus vaccine is to see 
whether it may be possible to reproduce the long- 
lasting immunity conferred by natural infection with- 
out the varying associated risk of paralysis. There are 
also the secondary considerations of the advantages 
of a vaccine that can be given by mouth instead of by 
injection, and of the possibility that widespread oral 
use of highly attenuated polioviruses might eliminate 
the naturally occurring virulent strains just as the 
smallpox virus was eliminated from many parts of the 
world by the use of the living vaccine against small- 
pox. 

Koprowski and his associates’ were the first to 
show that feeding of a type 2 poliovirus of diminished 
intracerebral virulence for monkeys could produce 
an immunogenic alimentary infection in human be- 
ings. The excellent subsequent studies of Koprowski 
and his associates * with two type 2 strains and one 
type 1 strain, as well as my own studies * with a num- 
ber of different strains of each of the three types of 
poliovirus, have established beyond doubt not only 
that immunization of human beings by the oral route 
is possible but also that in the several hundred humans 
used in both studies this occurred without any signifi- 
cant symptoms. 

Much has now been learned about the multiplica- 
tion of various attenuated strains, about dosage, about 
interference when different types are fed simultane- 
ously, about multiplication in the presence of passively 
or placentally transmitted antibody, or in the presence 
of antibody produced by formalinized vaccine, and 
about propagation of such viruses on a large scale in 
vitro, as well as about the changes that may occur 
during their propagation in vivo. The crucial question 
now is not whether oral immunization against polio- 
myelitis is possible but rather what kind of attenuated 
strains may justifiably be used on increasingly larger 
numbers of human beings in the stepwise tests that 
must precede any trial of such a vaccine on a large 
scale. The important question here is obviously what 
constitutes attenuation, how to measure it, and how 
to control it. During the past four years this has been 
the chief problem under investigation in my labora- 
tory, and approximately 9,000 monkeys, 150 chimpan- 
zees, and 133 human volunteers have been used thus 
far in the quantitative studies of the various character- 
istics of different strains of polioviruses. 

In nature, paralytic infection among humans has 
varied from a low of about 1 per 100,000 per annum 
to a rare peak of about 20%, which was observed 
among an isolated, highly inbred group of Eskimos. 


From the Children’s Hospital Research Foundation, Department of 
Pediatrics, University of Cincinnati College of Medicine. 

Read before the 29th annual Graduate Fortnight of the New York Acad- 
emy of Medicine, Oct. 25, 1956. This paper will be published in toto in the 
January, 1957, number of the Bulletin of the New York Academy of Medi- 
cine. 


¢ Various studies, summarized here, have estab- 
lished beyond doubt that immunization of humans by 
the oral route of administration not only is possible 
but has been successfully accomplished. Since attenu- 
ated strains of poliovirus were found to vary greatly 
in the extent of their residual neurotropism for the 
most sensitive lower motor neurons as well as in the 
homogeneity of their populations, the crucial prob- 
lem was to find strains that were so highly attenu- 
ated and homogeneous that one would be justifed in 
using them in increasingly larger numbers of humans 
in those stepwise tests that must precede any trial of 
such a vaccine on a large scale. The finding of such 
strains after tests on the progeny of large numbers of 
individual virus particles is here described. 


The paralytic attack rate among chimpanzees fed 
virulent strains of poliovirus can be 20%, and among 
cynomolgus monkeys the feeding of large doses of 
virulent virus has produced a paralytic rate as high 
as 75%. How can we by experimental studies estab- 
lish the probability that a selected strain will not be 
paralytogenic for human beings even on rare occa- 
sions? There were at least three approaches to this 
question: 1. It was necessary to establish the relative 
susceptibility of the nervous systems of different 
primates. 2. It was necessary to find the most highly 
attenuated strains for the most susceptible primate 
neurons. 3. It was necessary to show that strains of 
the maximum attainable attenuation do not occur in 
the nervous systems of patients with paralysis. 


Neurotropism 


The first important fact we learned was that neurot- 
ropism as well as other properties of the polioviruses 
were not “all or none” characters that were either 
present or absent in a given strain, but rather that 
different strains exhibited spectrums of activity rang- 
ing from high to low that could be measured quanti- 
tatively by reference to some fixed property, such as 
the cytopathogenic effect in monkey-kidney cultures. 
The next important fact to emerge was that the index 
of neurotropism for primates was a function not only 
of the virus but also of the neurons among which the 
inoculum was placed. Thus, the brain stem neurons 
of the monkey reached by an intracerebral inocula- 
tion in the region of the thalamus proved to be more 
resistant than the lower motor neurons reached di- 
rectly by an intraspinal inoculation in the lumbar 
region, and the lower motor neurons of chimpanzees 
turned out to be more resistant than those of cynomol- 
gus monkeys. 

The spectrum of neurotropic activity of different 
naturally occurring and experimentally segregated 
strains was found to range from the highest, in which 
1 to 10 tissue culture doses (TCD) produce paralysis 
in intracerebrally inoculated monkeys, to the lowest, 
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in which even 1 million TCD fail to produce paraly- 
sis in large numbers of spinally inoculated monkeys. 
All grades were found in between (tables 1 and 2). 
For example, strains that may be regarded as being 
attenuated a million times because 1 million to 10 
million TCD fail to produce paralysis or lesions after 
intracerebral inoculation can still be paralytogenic 
for monkeys when very small doses are injected intra- 
spinally. When these more sensitive lower motor 


TABLE 1.—Some Patterns Found on Initial Intracerebral 
Screening Test in Monkeys of Poliomyelitis Strains 
Derived from Stools of Healthy Children 


Paralysis with Indicated Inoculums 


Relative Activity in 
Brain Stem Neurons 10®.107-7 TCDso* 108-104-7 TCDso0 
3/3 0/3 
Mixed population .....ccccccssses 1/3 2/3 
Dominently inactive (no lesions) 
or very low—lesions present.... 0/3 0/3 


*'TCDso, tissue culture doseso. 


neurons were used as indicators of still greater at- 
tenuation, a further graded series was demonstrated 
(table 2). A total of 53 chimpanzees have now been 
tested by spinal inoculation of large doses of various 
attenuated strains, and not one of them developed 
paralysis. Some strains that were highly paralytogenic 
even in small doses on spinal inoculation in monkeys 
produced neither lesions nor paralysis when maxi- 
mum doses were injected intraspinally in chimpanzees. 
On the other hand, of six chimpanzees inoculated 
intraspinally with large doses of two strains derived 
from the spinal cord in fatal cases in humans, five 
developed varying degrees of paralysis and all ex- 
hibited extensive lesions. It is also noteworthy that 
no virus that is intracerebrally avirulent for monkeys 
has been found either in the nervous tissue in fatal 
cases in humans or in the stools in paralytic cases. In 
the stools one may occasionally encounter the pattern 
of mixed populations, since a certain proportion of less 
neurotropic virus particles may arise during the course 
of propagation in the non-nervous tissue of the alli- 
mentary tract just as they have been shown to appear 
on passage in monkey-kidney cultures in vitro. 
Polioviruses, like all other living agents, produce a 
certain number of mutants with different character- 
istics. If there were no mutants we would have no 
attenuated viruses with which to work. It is easy to 
select the more neurotropic mutants by the simple 
procedure of inoculating millions of infective particles 
intracerebrally in large numbers of monkeys. Such 
studies incidentally have shown that mutation in the 
direction of greater neurotropism occurs in small 
steps along the spectrum. The problem of selecting 
for the less neurotropic virus particles has been a 
very difficult one, since the highly neurotropic polio- 
viruses multiply very well in various kinds of non- 
nervous tissue of primates or in the nervous system 
of certain rodents. It still is not clear why serial pas- 
sages in certain tissue cultures in vitro or in certain 
rodents in vivo have yielded populations greatly en- 
riched in attenuated virus particles, unless it be that 
the mutation pressure in the direction of lesser 
neurotropism is greater. Separation of the attenuated 
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mutants from the mixed populations was achieved 
either by the terminal dilution technique, in which 
one or more virus particles are trapped in a single 
tissue-culture tube or in a single animal when highly 
diluted material is titrated, or optimally by the recent- 
ly developed plaque technique of Dulbecco and 
Vogt,* which permits the isolation of progeny from 
single virus particles. 

Already at the end of 1953 we had strains of each 
of the three immunologic types of poliovirus that 
were: a million or more times attenuated for the 
monkey nervous system and nonparalytogenic on 
spinal inoculation of maximum doses in chimpanzees. 
The work of the subsequent years was devoted to the 
testing of a variety of methods of propagation as a 
means of selecting the most highly attenuated viruses 
for the most sensitive. lower motor neurons of 
cynomolgus monkeys. Further continuation of rapid 
passages in cultures of non-nervous tissues of the 
attenuated strains already segregated by the terminal 
dilution technique not only failed to yield the desired 
variants but in one instance yielded virus of even 
greater neurotropism.* The circumstances that might 
permit such a change became apparent only recently 
when it was found that in a slightly acid culture 
medium the more neurotropic virus particles multi- 
plied more extensively than the highly attenuated 
ones. 

An extensive search in nature during epidemiologi- 
cally quiescent periods by obtaining polioviruses from 
healthy children who had no contact with recognized 
cases of poliomyelitis yielded a large number of 
strains ranging from high to relatively low neurotropic 
activity. With the exception of one type 2 strain (P 712 
from a healthy child in Louisiana), however, none 
was found to be as highly attenuated as the best of 
those segregated by laboratory manipulations. Forty- 
nine naturally occurring strains from healthy children 


TABLE 2.—Spinal tests in Monkeys and Chimpanzees on 
Poliomyelitis Strains Intracerebrally Avirulent for Monkeys 


Relative Spinal 


Activity in Paralytogenie Effect at Indicated Dosages in 
Cynomolgus 
Monkeys Cynomolgus Monkeys Chimpanzees 
102-108 TCDso* ... most 10*-5 to 107-7 TCDse 
10' TCDso or more ... almost all None 
102-108 TCDso ... none 
Intermediate ... 10'-105 TCDso .. irregular None 
10° TCDso or more ... almost all 
102-108 TCDso ... none 
101-105 'TCDso ... none None 
10° TCDse or more ... occasional 


* TCDso, tissue culture doseso. 


were tested in my laboratory, and 20 or more have 
been tested by Paul, Melnick, and Horstmann.” 
Chanock and I tested 18 naturally occurring and 
laboratory developed attenuated strains of all three 
types (9 type 1, 4 type 2, and 5 type 3) in chick- 
embryo tissue cultures but found none that would 
multiply. The one type 2 strain that had been adapted 
to chick embryos by Cox and his associates ° has 
retained sufficient neurotropism after 71 passages in 
chick embryos to produce lesions in most monkeys 
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inoculated intracerebrally with approximately 100,000 
mouse infective doses,’ indicating that the chick em- 
bryo does not select against neurotropic poliovirus. 
After Li and Schaeffer* picked up the most highly 
attenuated type | virus (the L Sc strain) during the 
course of alternate passages of an attenuated Mahoney 
strain in monkey-kidney cultures in vitro and in the 
skin of monkeys in vivo, Chanock and I studied the 
behavior of eight attenuated strains of all three types 
and found that only certain type 2 strains multiplied 
in the skin of living monkeys (even the type 1 L Sc 
strain failed to multiply) and that repeated passages 
through the skin had no significant effect on the 
neurotropic index. 


Properties of Attenuated Strains 


Before proceeding with an analysis of the neurotro- 
pism of a large number of individual virus particles 
obtained by the plaque technique from the optimum 
attenuated strain of each type, I should like to sum- 
marize some of the studies of the other properties of 
the various attenuated strains in chimpanzees and 
human beings that led to their selection for more 
detailed study. It is obvious that in order to be ef- 
fective as an immunizing agent by the oral route, a 
strain must be able to multiply somewhere in the 
alimentary tract, and this property of various polio- 
viruses had to be investigated as quantitatively and 
intensively as the property of neurotropism. The most 
important finding to emerge from this study was that 
the primates occupy an inverse position as regards the 
susceptibility of the alimentary tract and the nervous 
system. The human alimentary tract is the most sus- 
ceptible and the chimpanzee’s is next, followed by 
the cynomolgus and rhesus monkeys’,* while as re- 
gards the nervous system the lower primates are the 
most susceptible. 

Virus taken by mouth does not multiply in the 
buccal mucosa, gums, or tongue but does multiply in 
the throat and intestinal tract.** Only when the amount 
of virus that is swallowed is large enough (1 million 
or more tissue culture infective doses [TCID]) for 
some of it to lodge in the posterior pharyngeal wall 
is there regular multiplication in the throat as well as 
in the intestines. When the dose is smaller (100,000 
TCID or less), the throat is only irregularly infected 
and virus is excreted only in the stools.** Infection 
limited only to the lower alimentary tract has now 
been observed in 33 volunteers. Among chimpanzees 
infected with large doses of attenuated poliovirus 
there can be extensive multiplication of the virus in 
the throat without any demonstrable virus in the 
stools. This is the main reason why the ultimate 
definitive studies on attenuated strains had to be car- 
ried out in human beings. Only strains that were at- 
tenuated at least 1 million or more times as measured 
by the intracerebral test in monkeys and that were 
nonparalytogenic in maximal doses by the spinal test 
in chimpanzees were used in human volunteers. In 
the very first test in humans it was found that an 
attenuated type 3 strain that readily multiplied in the 
intestinal tract failed to multiply or produce an im- 
munogenic effect after intramuscular injection unless 
the dose was large enough to permit some localization 
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of the absorbed virus in the intestinal tract." Since 
no evidence was found for the existence of polio- 
viruses that would multiply in the muscle or skin or 
the regional lymph nodes without also being able to 
multiply in the intestinal tract, all subsequent tests 
in humans were limited to studies on direct infection 
of the alimentary tract. 


Findings of Study 


Role of Dosage.—Our own studies with various 
strains showed that approximately 10,000 TCID 
(about 0.001 ml. of culture fluid) would regularly 
produce an intestinal infection in those who had not 
the slightest demonstrable amount of homotypic 
antibody indicative of past infection with the type 
of virus that was being fed. Tests with smaller doses 
of one type 2 strain (P 712) showed that while some 
were infected with as little of 100 TCD others were 
not infected with 1,000, and, because the volunteers 
used in this test were already immune to types 1 and 3 
poliovirus, there is a possibility that immunity to one 
type may interfere with the multiplication of very 
small doses of another. Koprowski * found that as lit- 
tle as 2 TCD of his type 1 (SM) strain could initiate 
an intestinal infection in some but not in others.” 

Duration of Excretion and Level of Virus Multipli- 
cation.—The duration of virus excretion has varied 
greatly in different individuals from a minimum of 
about 10 days to several weeks. The maximum that | 
observed was 140 days in one volunteer who was fed 
the partly attenuated Mahoney strain (Mahoney KP 
33), and Koprowski * noted excretion for 171 days in 
a person who was fed his type 1 (SM) strain. There is 
a suggestion that immunity to type 2 virus may in- 
fluence the duration of excretion of type 1 virus. 
Among patients with paralysis, peak titers of 1 million 
TCD of virus per gram of stool are not uncommon. | 
have found similar peak titers in volunteers fed the 
partly attenuated type 1 Mahoney strain or the natu- 
rally occurring attenuated type 1 strains (P 2149 and 
P 2226), and Koprowski* has also reported such 
large amounts of virus in the stools of certain persons 
fed his type 1 (SM) strain. Only the most highly 
attenuated type 1 L Sc strain has regularly yielded 
one-hundred-fold lower peak titers in tests on many 
stool specimens from 25 volunteers who excreted this 
virus. In almost all instances, in natural as well as 
experimental infections, the peak titers occur only 
during the first 7 to 10 days. 

Interference After Simultaneous Feeding of More 
Than One Type of Virus.—The simultaneous feeding 
of approximately 10 million infective doses (1D) of 
attenuated poliovirus of all three types to chimpan- 
zees resulted in the complete suppression of multiplica- 
tion and immunogenic effect of only the type 3 virus.” 
In human beings Koprowski observed that his type 1 
virus interfered with the immunogenic effect of the 
type 2 (TN) strain when the two were administered 
simultaneously. Using approximately 1 million TCD 
of naturally occurring attenuated strains (P 2149, 
P 712, and Glenn), I have found no significant inter- 
ference when mixtures of types 1 and 2 (four volun- 
teers), 1 and 3 (three volunteers ), and 2 and 3 (three 
volunteers ) have been fed simultaneously, and in one 
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instance even when all three types were fed simul- 
taneously. However, a delay in appearance of anti- 
body and titers in the lower range were observed in 
some of the men. 

In the early stages of using a living attenuated 
poliovirus vaccine, it would be desirable to administer 
only one type at a time in order that one might have 
a better chance of identifying a paralytic disease due 
to spontaneous infection prior to ingestion of the 
vaccine. Accordingly, the feasibility of administering 
100,000 ID of the optimum available attenuated strain 
of each type at three-week intervals was tested in 16 
volunteers and found to be satisfactory. Although 
some of the volunteers stopped excreting one type 
of virus before the next type was fed, one pattern 
obtaining in those who were still excreting virus at 
the time of the next feeding is shown in figure 1. 
It can be seen that for a few days, occasionally as 
long as a week, both types of virus continued to be 
excreted before the new type became dominant. 

Viremia.—In five to seven repeated tests for viremia 
on each of 50 chimpanzees and 72 human volunteers 
infected with various laboratory-developed attenuated 
strains of all three types, poliovirus was not demon- 
strated in a single instance during the preantibody 
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Fig. 1.—One pattern of virus multiplication in the human alimentary 
tract when 105 plaque-forming units of three immunologic types of attenu- 
ated poliovirus were fed at three-week intervals to an adult volunteer with- 
out antibody for any of three types of poliovirus. Numbers over dots indicate 
types of virus being excreted. 


phase of the infection. With several naturally oc- 
curring attenuated strains, transitory traces were oc- 
casionally found in the blood of both chimpanzees 
and human beings. These studies suggest that the 
viremia observed in nature and in champanzees and 
monkeys experimentally infected with virulent strains 
cannot be the result of viral multiplication in the 
alimentary tract and is probably due to multiplication 
elsewhere in the body. 

Antibody Development.—All alimentary infections 
have been associated with development of antibody, 
although the actual titers varied with the individual 
as well with the strain of virus. During the past year, 
Chanock and | found that neutralizing antibodies of 
different avidity appear at different times after na- 
tural infection with virulent strains, after experi- 
mental infection with attenuated strains, and after 
inoculation with formalinized vaccine. The antibody 
of low avidity, best demonstrable by the pH test, 
appears first and its titer can be more than 60 times 
higher than the antibody of high avidity demonstrated 
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by the cytopathogenic test against 100 ID of virus in 
roller tubes. We have found a certain number of peo- 
ple with natural subclinical infections who have only 
the low-avidity antibody demonstrable by the pH 
test, and the same was also true of several volunteers 
infected with the type 1, L Sc strain or the type 3, 
attenuated Leon virus. Koprowski* reported no 
significant change in titer of type 2 antibody in a 
group of 11 individuals 4% to 5% years after feeding 


TABLE 3.—Effect of Feeding 10° Plaque-Forming Units of 
Type 1 Attenuated Poliovirus (L Sc Strain) to Volunteers 


Peak Virus Titers in 
Stool, Logio 


No. of No. Who 
Volun- Excreted No. of Days Each 


Group teers Virus Exereted Virus TCDso*/Gm. 

No antibody 11 11 20, 1, 30, 21-1, 38.7, 3.7, 3.7, 3.7%, 8.7, 
25+, 26+, 26+, 3.7, 4.2, 4.2, 4.2, 4.2, 
26+, 41, 77 4.2 

Antibody after 8 8 9, 10, 10, 13 2.7, 32, 34, 3.7 

Salk vaccine 14, 21+, 26+, 42 4.2, 4.2, 4.7, 4.7 

Naturally 

acquired 

antibody 8 1 10 4.2 


*TCDso, tissue culture doseso. 
+ Volunteer fed another type of poliovirus and excretion of type 1 in- 
terfered with. 


of his original TN strain of reduced intracerebral 
virulence for monkeys. Our own tests on a group of 
11 men one year after feeding one or another of three 
types of attenuated virus showed no significant 
change in the level of antibody, the low levels re- 
maining low and the high levels remaining high. 
Multiplication of Virus in the Alimentary Tract in 
the Presence of Antibody Acquired in Different 
Ways.—Bodian’s experimental studies on monkeys and 
chimpanzees have shown that the alimentary tract 
can be infected in the presence of certain levels of 
passively transmitted antibodies.'° Koprowski and his 
associates '' showed that the low levels of antibody 
passively transmitted by small doses of gamma globu- 


TaBLeE 4.—Lack of Relationship Between Titer of Preexisting 
Homotypic Antibody and Interference with Multiplication 
of Type 1 Poliovirus in Human Intestinal Tract 


Antibody After Salk Vaccine 


(2 Doses) Naturally Acquired Antibody 
Antibody Titer Antibody Titer 
| 
High Duration High Duration 
Volun- Avidity Low of Ex- Volun- Avidity Low of Ex- 
teer Roller Avidity cretion teer Roller Avidity cretion 
No. Tubes pH Test Days No. Tubes pH Test Days 
1 Ov 16 26+? 1 0 4? 0 
2 = 32 14 2 0 4 0 
3 = 128 21+? 3 0 8 0 
4 3 64 10 4 3 fa 10 
5 4 206 10 5 4 16 0 
6 4+? 32 10 6 32 32 0 
20 26 42 7 2M) 256 0 
8 64 256 14 8 320 512 0 


lin or the higher levels of placentally transmitted anti- 
body in infants did not interfere with the multiplica- 
tion of attenuated type 1 or type 2 poliovirus in‘ the 
alimentary tract. Howe's studies on 19 chimpanzees 
extensively hyperimmunized with formalinized vac- 
cine indicated that alimentary infection was reduced 
by about 50% after feeding of virulent type 1 virus," 
but these studies cannot be transposed to humans, 
since in champanzees the throat is the dominant site 
for infection and the throat secretions are known to 
contain antibody when the serum antibody level is 
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above a certain minimum. Mv own studies during the 
pist year have shown 2 marked difference between 
the resistance of the al'mentary tract to infection in 
those who have :cquired their immunitv by subclinical 
infection and those who developed antibody after two 
doses of Salk vaccine. 

The data in table 3 show that ne’ther the duration 
of virus excret’on nor the peak virus titers per gram 
of stool were significantly different among the eight 
volunteers who were fed 100,000 ID of type 1 virus 
after two doses of Salk vaccine (the interval between 
the two doses was about four weeks, and the virus was 
fed two to three weeks after the second dose ) and the 
11 volunteers without antibody wh» were infected 
with the same dose of the same lot of v'rus. However, 
among eight volunteers with varying levels of natu- 
rally acquired antibody for all three types, there was 
no infection in seven. The data in trble 4 show the 
lack of any relationship between the level of pre- 
existing antibody, of low or high avidity, and the in- 
terference with viral multiplication in the lower ali- 
mentary tract. It is possible that the one naturally 
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and his associates '* on the excretion of poliovirus 
under natural conditions of infection in children given 
Salk vaccine. 

Neurotropism of Excreted Virus After Feeding. of 
Various Attenuated Strains.—The most import unt ques- 
tion in these studies is whether attenuated viruses can 
become sufficiently more neurotropic after propag.- 
tion in the alimentary tract to constitute a risk not 
only to the person who ingested the virus but to 
others to whom it might spread. It would be much 
easier to obtain the answer if we were dealing with an 
all or none property rather than with a spectrum of 
activity that can be measured only by quantitative 
tests in monkeys. Using extracts of the orginal stool, 
it is as a rule possible to inoculate only 100 to 10.000 
ID, and a negative result ind’cotes thet the predom- 
inant virus popul t’on in the stool is ted to this 
extent, although here too partlysis of °n occasional 
monkey may only reflect the capacity of the monkey 
nervous system to select a few more neurotropic por- 
ticles from the larger inoculum. To permit more 
definitive tests, it has been necessary to increase the 


TaBLe 5.—Screening of Thirteen Attenuated Strains of Poliovirus by Tests in Alimentary Tract of Chimpanzees and Men 


No. Tested 


Spinal “~~ 
Activity Chim- 
Type Strain in Monkeys panzees 
1 Brunhilde-Enders (High)t 4 
Mahoney-LSa-mouse-Cinei Low 3 
Mahoney-KP 33 (High) 
Mahoney-L Se-Cinei Lowest 3 
Cleveland 80-4* Intermediate 3 
New Orleans P 1553" Intermediate 3 
New Orleans P 2226 Intermediate 
New Orleans P 2149 Low -- 
2 Y-SK-KP 51 Intermediate 14 
Cineinneti-FAF 117° (High) : 
New Orleans. P 712* Low _ 
3 Leon-KP 34 and 37 Low 8 
Cineinnati-Glenn* High 3 


Men 


Preference 


Kesults of Alimentary Infection 
for Orally 


Alimentary Stability Given 

Antibody Viremia Multipiication of Virus Vaccine 
0 + +4 Ves No 
(0 to +) 0 r Yes No 
+++ (No) No 
TT ++ Yes Yes! 
+++ Slieht + ++ (No) No 
+++ Slight +b (No) No 
Slight +++ (No) No 
++++ Slight + 4+ (No) No 
+44 ( +++ (No) No 
tte Slight +++ (No) No 
‘Trace-rare +++ Yes Yes! 
Tt 0 +++ Yes Yes! 
tT o +++ Yes No 


* Naturally occurring strains. 
+ Properties in pareatheses eliminated strain. 


immune individual in whom the virus multiplied may 
not have had a previous type 1 infection, his very low 
level of type 1 antibody being the result of a group 
response to his type 2 or 3 infection. Similar results 
were obtained after feeding of type 2 and type 3 
virus after two doses of Salk vaccine, but among the 
naturally immune controls virus multiplication also 
occurred in two of six fed the type 2 virus and in 
three of six who received the type 3 virus. 
Reinfection tests on volunteers three months after 
experimental feeding of the type 3, attenuated Leon 
virus yielded similar results, and resistance of the 
alimentary tract to 1 million ID was observed in a 
volunteer who had only minimal amounts of low- 
avidity antibody. These results have a double signif- 
icance. On the one hand they prove that subclinical 
infection can occur in those who have had 
formalinized vaccine and that it is possible to use a 
combination of the two types of vaccine, and on the 
other hand they indicate that a killed-virus vaccine 
alone may be expected to have little effect on the 
dissemination of polioviruses in nature. The latter 
conclusion is also supported by the observations of 
Lipson, Robbins, and Woods ** and those of Gelfand 


amount of virus by growing it in tissue culture be- 
fore tests are made in monkeys. 

During the past four years, | have tested 40 chim- 
panzee and 68 human stools (in a number of instances 
several specimens from the same individuals ) and the 
cultures derived from them for neurotropism in 
monkeys. The results were different with different 
strains, depending in part on how extensively at- 
tenuated the original virus was and how mixed the 
population that was fed. The results of these tests as 
well as those reported by Koprowski * in the tests he 
has carried out with his strains permit only the broad 
conclusion that reversion to high virulence has not 
been demonstrated and that the alimentary tract does 
not selectively favor more neurotropic poliovirus. 
Since the intestinal tract provides a large surface for 
viral propagation that can continue for many genera- 
tions over a period of weeks, it is clear that the more 
mixed the original population and the more neuro- 
tropic the bulk of the viral population, the more fre- 
quently one may expect to encounter virus of greater 
neurotropism in the stools. This in fact occurred with 
the least attenuated Mahoney strain as well as with all 
of the naturally occurring type 1 attenuated viruses. 
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The indication that the alimentary tract does not 
selectively favor the more neurotropic particles was 
derived from observations that greater neurotropism 
of virus in the stools was a chance finding encountered 
in some and not in others, sometimes during the first 
two weeks and not later in the same individual and 
sometimes the reverse; i. e., not in the early speci- 
mens but in the later ones. In the one volunteer who 
excreted virus for 140 days after ingestion of the 


TasLe 6.—Isolation of Polioviruses with Varying Neurotropic 
Activity from Highly Attenuated Virus Populations 
Previously Purified by Terminal Dilution Technique 
Paralysis in Cynomolgus Mon- 


keys Inoculated Intraspinally 
with Approximately Indicated 


Type No. of TCID* 
and ~ 
Strain Material Tested 1,000,000 100,000 10,000 
3 Kidney passage 34 3/4 1/4 1/4 
Leon 36 6/9 5/17 0/17 
Progeny Plaque 0/29 0/14 0/14 
of 9 triply 2 0/15 0/15 0/15 
purified Plaques 3, 4, 5, 6 3/5 2/5 
plaques 2 or or 
trom 4/5 3/d 
kidney Plaques 7, 8, 9 4/5 5/5 
pussage 34 or or 
4/5 
? Kidney passage 4 2/4 0/8 0/4 
P 712 6t 6/17 /17 4/17 
Progeny Plaque 17 2 sl13/24 0/19 1 sl/ly 
of 9 triply | Plaque 2 5/10 2/5 4/5 
purified 3to 9 3, 4 or 5/5 2,3 or 4/5 
plaques 4 
from 
kidney 
passage | 
1 Kidney passages 1 to 5t 4/20 0/8 0/10 
L Se 7t 5 81/17 2/17 1/17 
Cincin- Progeny ( Plaque 1+ 3 tr§/15 0/15 0/10 
nati of 10 triply 2 1 tr/10 2/10 1 tr/i 
purified } 3 1 81/10 0/5 2/5 
plaques c 0/10 2/5 3/5 
from Plaques 5, 6, 7 1/5 2/5 
kidney | 8, 9 2 or 3/5 1 or 2/5 
passage 5 (Plaque 10 3/5 3/5 


TCID, tissue culture infective dose. 
+ Composite of tests on several different lots. 
tsl, slight and limited involvement only. 
Str, transitory questionable effect frequently associated with extensive 
traumatic lesion at site of inoculation. 


partly attenuated Mahoney strain, neither the original 
stool nor the culture fluid derived from it showed 
evidence of greater neurotropism at 140 days, although 
the 9-day stool specimen did. More highly neurotropic 
stool cultures that paralyzed monkeys after intracere- 
bral inoculation of 10,000 ID were in three instances 
inoculated intraspinally in doses exceeding 1 million 
infective virus particles in nine chimpanzees without 
production of paralysis. Nevertheless, in selecting at- 
tenuated strains for further study, all those that even 
occasionally yielded stools or stool cultures that pro- 
duced paralysis in intracerebrally inoculated monkeys 


at the 10,000 to 100,000 level were eliminated as being 


either too mixed or too neurotropic. Six of eight type 
1 strains that I had tested in chimpanzess or in human 
volunteers or both (table 5) and Koprowski’s type 
1 (SM) strain * had to be eliminated on this basis, and 
only the most highly attenuated L Sc strain originally 
developed by Li and Schaeffer* and further purified 
in my laboratory proved to be satisfactory. The most 
suitable candidate for the type 2 strain was segregated 
from the stool of a healthy child that was sent to me 
by Drs. Fox and Gelfand of New Orleans and desig- 
nated as P 712, and the type 3 strain that fulfilled 
these requirements was an attenuated derivative of the 
original Leon virus segregated in my laboratory." 


J.A.M.A., December 29, 1956 


The type 2 strains used by Koprowski and his asso- 
ciates'® were eliminated chiefly because of their 
greater neurotropism. 

Stability on Propagation in Large Lots.—The sta- 
bility of these three selected strains on large-scale 
cultivation in monkey kidney was tested by preparing 
20-liter lots of each. Various tests failed to reveal any 
simian cytopathogenic agents in these 60 liters of 
culture fluid. The intracerebral and intraspinal titra- 
tions in monkeys as well as the spinal tests in a total 
of 15 chimpanzees yielded results that were identical 
with those previously obtained with the seed lots. 
These lots were employed in 53 human volunteers, 
establishing among other things the effectiveness of 
0.01 ml. of culture fluid (100,000 plaque-forming 
units) as a standard dose. Despite this demonstrated 
stability on large-scale cultivation, an analysis of a 
large number of individual virus particles, in the form 
of progeny from triply purified plaques, showed that 
the original seed viruses were not homogeneous and 
that still more highly attenuated viruses could be 
isolated. 

Neurotropic Activity of Progeny of Individual Virus 
Particles Recovered from Optimum Attenuated 
Strains.—Data are summarized in table 6 concerning 
the neurotropic activity of the progeny of individual 
virus particles recovered from optimum attenuated 
strains. Reproducible spinal titrations in monkeys 
were obtained with cultures grown from the original 
type 3 seed virus in large or small amounts with virus 
inoculums of different size, but the progeny obtained 
from nine individuals particles yielded entirely differ- 
ent results. Three (plaques 7, 8, and 9) were distinctly 
more neurotropic, and four (plaques 3, 4, 5, and 6) 


TABLE 7.—Influence of pH of Medium at Time of Inoculation on 
Yield of Infective Virulent and Attenuated Poliovirus 
Particles per Cell in Monkey-Kidney Cultures*® 


Hours for 


Necrosis of Yield of Virus Infective Virus 
Virulence All Cells PFU t/M1. per Cell 
Type Strain Monkeys pH 6.8 pH 7.8 pH 6.8 pH 7.8 pH 6.8} pH 7.88 
2 High 
KPio intracerebral 38 38 2.6107 7X107 350 700 
P 712, Lowest 
10 abi spinal 80 44 2.4107 40 240 
3 LEON, High 
KPs intracerebral 64 48 2.1107 1.2108 280 1200 
LEON, None at 10° 
12 arb PFU spinal 96 48 3.210% 3.2107 43 320 
LEON, None at 10° 
14 ab PFU spinal 72 48 5.2108 4.5107 69 450 


* 1 plaque-forming unit of virus added per 100 epithelial cells. 

+ PFU, plaque-forming unit. 

} 150,000 cells present in control pH 6.8 roller tubes at time of begin- 
ning cytopathogeniec effect. 

§ 200,000 cells present in control pH 7.8 roller tubes at time of begin- 
ning eytopathogenie effect. 


were similar in activity to the parent population; two 
of the plaques yielded for the first time virus that in 
the largest doses was not paralytogenic in large num- 
bers of monkeys. The results obtained with the type 2 
virus showed a similar inhomogeneity, and the prog- 
eny from one of the nine plaques tested (plaque 1) 
was distinctly superior to all the others. Subsequent 
passages in cultures at a pH of 7.6 to 7.8 yielded 
virus that was nonparalytogenic in the largest doses. 
It should be pointed out here that these nonparalyto- 
genic variants still have a certain minimal residual 
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neurotropism, for, while some of the monkeys show 
no specific lesions of any kind even in the gray matter 
adjacent to the inoculum, focal poliomyelitis lesions 
are present in others. These new single-particle strains 
have been fed to 10 chimpanzees, and they produced 
immunogenic alimentary infections in all. 

The type 1, L Se strain, which already possessed 
such low activity that monkeys inoculated intra- 
spinally with 1 million ID only irregularly exhibited 
slight localized, often only transitory, paralysis also 
revealed somewhat different patterns among the prog- 
eny derived from 10 different plaques. Particularly 
noteworthy was the fact that the progeny of some of 
the virus particles (especially plaques 3 and 4) ex- 
hibited the zone phenomenon, while others did not. 
The zone phenomenon * is characterized by the ap- 
pearance of paralysis in monkeys inoculated with 
smaller doses and not with larger ones. The progeny of 
plaque 1, devoid of this zone phenomenon, was dis- 
tinctly superior to all the others. Similar tests in mon- 
keys with the progeny of 14 plaques from the two opti- 
mum naturally occurring attenuated type 1 strains (P 
2149 and P 2226) showed that all of them were highly 
paralytogenic intraspinally at both the 1 million and 
100,000 dose levels. Still another attempt to obtain 
type 1 virus that might be superior to that derived 
fromthe best L Sc plaque was made by an analysis 
of four individual plaques derived from a culture of 
human stool obtained 15 days after ingestion of the 
original L Sc seed virus. This stool culture had the 
same low activity intraspinally in monkeys as the 
progeny of the best L Sc plaque and was also devoid 
of a zone phenomenon. The viruses recovered from 
these four plaques were similar in their activity to 
that of the parent culture but not superior to the 
best L Sc plaque. 

Relationship between Plaque Size and Neurotro- 
pism.—A definite relationship between neurotropism 
and plaque size in vitro has been found for the type 3 
and 2 but not for the type 1 viruses. Under the special 
conditions in the rubber-stoppered plaque bottles 
prepared by the technique of Hsiung and Melnick,"* 
the smallest plaques were produced by the most highly 
attenuated strains. Figure 2 shows the sizes of plaques 
at the same time after inoculation of the original highly 
virulent type 3 Leon virus, of the attenuated derivative 
segregated from it after many passages in monkey- 
kidney cultures, and of the nonparalytogenic progeny 
of the two particles that were in turn segregated 
from it. 

Relationship Between pH of Culture Medium and 
Yield of Virus by Virulent and Attenuated Strains.— 
During the course of our work with various attenuated 
strains, it was observed that the yield of virus was at 
least tenfold less when they were propagated in tissue 
cultures that had metabolized sufficiently to reduce 
the pH of the medium to 6.8 or less. Dulbecco and 
Vogt,’” working with strains of known neurotropism 
from my laboratory, recently discovered a distinct 
relationship between neurotropism and plating effi- 
ciency on acid and alkaline plates. They found that, 
while the virulent viruses yielded as many plaques on 
the acid as on the alkaline plates, the more attenuated 
the strains were the fewer plaques they produced on 
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the acid plates at a given time after inoculation. These 
differences (as high as one-million-fold) were most 
marked with our newly isolated single-plaque strains. 
Tests that I carried out (table 7) showed that, while 
with virulent strains the yield of infective virus per 
cell was only slightly greater at pH 7.8 (high bicar- 
bonate reserve) than at pH 6.8 (low bicarbonate re- 
serve), it was six-to-eight-fold less at pH 6.8 for the 
most highly attenuated single-plaque strains. This 
means that propagation at an acid pH would favor the 
more neurotropic mutants that might emerge, and 
conversely that propagation at an appropriate alkaline 
pH would prevent the enrichment of such mutants in 
the culture medium. 


Comment 


It may be said that much has been learned about 
the basic principles underlying immunization with 
attenuated polioviruses by the oral route and that we 
now have strains derived from single particles of virus 
that are sufficiently highly attenuated and stable un- 
der appropriate conditions of cultivation to justify 
their use for the next stepwise studies on immuniza- 


Fig. 2.—Relationship between size of plaques on a given day after inocu- 
lation and neurotropism in cynomolgus monkeys of virulent type 3 parent 
poliovirus and attenuated progeny segregated from it. All plaques were 
grown at the same time and photographed five days after inoculation. 
A, plaques highly virulent intracerebrally. B, inactive at 10®-107 intracere- 
brally, intermediate activity intraspinally. C and D, purified plaque progeny 
isolated from Leon, KPs:. Not paralytogenic intraspinally in doses as high as 
6 million plaque-forming units. Different size of plaques in same bottle may 
only reflect different day of first appearance. 


tion of human beings. Experience has taught me the 
importance of accentuating the negative, and I there- 
fore wish to stress that we are not ready for so-called 
mass trials of an orally given vaccine but only for 
those tests on increasingly larger groups that must 
precede any consideration of tests on a large scale. 
I also want to accentuate the positive by saying that 
the Salk vaccine is the only poliomyelitis vaccine 
available for public use at this time and that advan- 
tage should be taken of its protective effects to the 
maximum extent of its availability. I may add that 
some of my earlier reservations disappeared with the 
demonstration that the antibodies and immunity pro- 
duced by the Salk vaccine do not interfere with the 
alimentary infection produced by an orally given 
attenuated vaccine or naturally acquired virus. This 
then is as far as we have gone, and it is obvious that 
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we still have a great deal to learn before the ultimate 
goal of complete elimination of poliomyelitis is 
achieved. 


Elland Avenue and Bethesda (29). 


The following fellows-in-training and associates assisted in this study at 
different times and for different periods during the past four years: G. Berg, 
M. Bornstein, R. M. Chanock, V. Drouhet, H. Gerth, W. A. Hennessen, 
D. Laron, G. Lum, C. Moscovici, H. Nakai, M. Ramos-Alvarez, A. J. F. 
Schwarz, and S. S. Wang. 


This study was aided by a grant from the National Foundation for Infan- 
tile Paralysis. 
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CONSERVATIVE THERAPY IN PERIPHERAL NERVE DYSFUNCTION 


Keith C. Keeler, M.D., Akron, Ohio 


When a peripheral nerve is injured, it attempts to 
regenerate. The management of a peripheral nerve 
injury consists of providing the most favorable condi- 
tions for return of function. In commenting upon a 
paper by Perret in 1950, Loyal Davis’ said, “More 
attention should be paid to keeping the muscles and 
joints in condition by all types of physical therapy and 
electrotherapy, so that, when the nerve does regen- 
erate, the affected mechanism can work.” Many fac- 
tors cause peripheral nerve dysfunction, the most 
common being trauma; but anoxia’ and _ infections 
such as herpes zoster’ also occur. Assuming the 
etiology is known, management of the denervated 
motor elements and joints during the period of absent 
voluntary function must be based on pathophysiolog- 
ical conditions; thus, a review of some of these con- 
ditions is important. 


Pathophysiology 


According to the reaction of degeneration test, a 
denervated muscle fiber responds only to frequencies 
below 25 stimuli per second and chronaxy is length- 
ened; electromyographic studies show irregular spon- 
taneous fibrillation potentials between 5 and 10 mv., 
which represent involuntary contractions by individual 
muscle fibers. No electrical potential is elicited by 
electromyography on attempted voluntary contraction 


Read before the Section on Physical Medicine at the 105th Annual Meet- 
ing of the American Medical Association, Chicago, June 18, 1956. 


* The mechanical properties of nerve fibers and the 
changes they undergo during and after mechanical 
strains are well understood. This knowledge affords 
a factual basis for the diagnosis and treatment of 
peripheral nerve dysfunction, as is illustrated by a de- 
tailed description of the physical therapy applied in 
a case of neuropathy of the facial nerve. The aim is 
to stimulate the contractile elements of muscle tempo- 
rarily denervated, retain extensibility of fibrous tis- 
sues in and about the muscle, maintain elasticity of 
the capsule about affected joints, promote increased 
blood supply, and insure good position and motion 
of the affected part during the recovery period. Elec- 
trical stimulation, passive motion, assistive exercises, 
and dynamic bracing are important. Electromyog- 
raphy gives valuable information and can be used to 
motivate the patient. Exercise, to be effective, should 
be against sufficient resistance and should continue 
until the parts involved have regained strength in 
prcportion to the demands of the patient’s occupa- 
tion. 


in a denervated muscle. Studies of the gross muscle 
bulk during.am extended period of denervation muscle 
atrophy show a loss of total substance.* 

Chemical studies, particularly by Hines,’ have in- 
dicated that this gross muscle atrophy indicates a re- 
duction of the muscle-cell phase, in both absolute and 
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relative volume, whereas the non-muscle-cell phase 
undergoes an increase in relative volume, with no 
change in absolute volume. The chemical composition 
of atrophic muscle fibers is essentially the same as in 
the normal with respect to many constituents; how- 
ever, certain substances such as glycogen show a de- 
crease in concentration quite out of proportion to that 
attributed to mere reduction in volume. In his studies 
on the rat, Hines showed that in a normal muscle 
about 14% of chemical composition is attributed to 
the extracellular constituents and about 86% to the 
muscle cells. After 28 days of denervation in these 
rats, the total of chemical constituents is about 23% of 
the normal muscle, in which 50% of the chemical con- 
stituents comprise the muscle cells and 50% the non- 
muscle-cell substances. 

Microscopic studies by Shaffer ** and his collab- 
orators, Gutmann and Guttmann,*” and Adams, 
Denny-Brown, and Pearson ** demonstrate that, dur- 
ing muscle atrophy, fibers degenerate at irregular rates 
within a single muscle; there are areas of swelling of 
cytoplasm, cellular infiltration, vacuolation, and hy- 
alinization. Bowden and Gutmann ® found that irre- 
versible dysfunction of muscles was associated with 
shrinkage of myofibers, relative increase of connective 
tissue, progressive depletion of cytoplasm at the motor 
end-plate, and progressive disturbance of vasculariza- 
tion. Thus, the muscle is in such a state after about 
three years that functional recovery will not occur 
despite reinnervation. 

The effects of trauma to the nerve were studied by 
Denny-Brown ’ who reports that percussion of a nerve 
will produce a localized bulge associated with tran- 
sient partial or complete paralysis and peripheral de- 
‘eneration, according to the intensity of the blow. 
Regeneration tends to be rapid and complete. Knead- 
ing a nerve produces a severe intraneural hemorrhage 
that resolves rapidly until full function is restored. In 
a cat peroneal nerve, Denny-Brown demonstrated 
that a segment of this nerve could be stretched 100% 
of its length and that it exhibited a plastic effect, 
wherein the nerve tended to remain in the elongated 
position. Further stretch of the nerve caused petechial 
perineural hemorrhages, neural edema, dilated veins, 
and fibrosed and thrombosed arterioles. With violent 
stretching, the neurilemma tended to split longitudin- 
ally, producing herniation of fiber material; finally, 
with maximum traction, the neurilemma and its con- 
tents frayed into complete loss of continuity. He ob- 
served further that large nerves like the sciatic would 
not stretch as much as smaller nerve divisions, there 
being an inverse relationship between nerve diameter 
and elasticity. 

In his studies on nerve repair, Hoen“* reports, “A 
poor vascular bed for repaired nerve fosters the de- 
velopment of fibrous tissue.” Further observation was 
made by Hoen relative to technical problems in joint 
motion and stretch of nerves across joints." Hoen 
agrees with Denny-Brown in that the central portion 
of a severed nerve that has normal structure and nor- 
mal blood supply may be stretched under gentle and 
prolonged traction because it has normal ability to 
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withstand stress and strain. It is further interesting to 
note from Hoen’s studies that, in those cases wherein 
the distal section of a nerve stump had been inad- 
vertently sutured to a central tendon, the constant 
traction on these nerve stumps caused complete fibrosis 
of the entire distal section of the nerve. 

With respect to electrical stimulation, the literature 
is replete with scientific data compiled to justify” and 
refute '’ its efficacy. Most investigators of the effects 
of electrical stimulation on peripheral nerve damage 
concentrated their attention on muscle tension, while 
Wakim “ introduced the significant fact that blood 
flow is increased by electrical stimulation but bears 
no relationship to the characteristics of the current 
used. Nevertheless, from the studies of Bowden and 
Gutmann,® Osborne,” Gutmann and Guttmann,*” and 
Shaffer and his co-workers,“ it can be concluded that 
muscle atrophy can be retarded by electrical stimula- 
tion providing (1) therapy begins early, (2) treatment 
is performed at frequent intervals, and (3) muscles 
under stimulation contract against resistance. 

Having the benefit of such pathophysiological stud- 
ies, the attending physician approaches the manage- 
ment of a case of peripheral nerve dysfunction by 
determining (1) etiology, (2) extent of injury, (3) ap- 
propriate specific surgical or chemical therapy, and 
(4) appropriate physical therapeutic measures to 
maintain optimum physiology of the affected part. 


Therapy 


Physical therapeutic measures are conservative 
in application but dynamic in effect, for they (1) stim- 
ulate the contractile elements of muscle during de- 
nervation, (2) retain extensibility of fibrous tissues 
surrounding each muscle fiber and fasciculus of fibers, 
(3) maintain elasticity of the capsule about affected 
joint, (4) promote increased blood supply, and (5) 
provide functional alignment and partial usage of the 
affected part during the denervation and recovery 
period. 

The application of specific techniques of conserva- 
tive therapy for neuropathy of the facial nerve (Bell's 
palsy) and for involvement of the nerve in an extremity 
is discussed below. It is assumed that the correct 
etiology has been established and proper surgical 
and/or drug management followed. 

Neuropathy of Facial Nerve.—In neuropathy of the 
facial nerve, the patient is advised to keep the face 
warm by giving himself mild heat treatments for 15 
minutes three times daily. If he goes outdoors in wind 
or cold temperature, he should protect the side of the 
face involved by a scarf or collar. He is also instructed 
to rinse his mouth after each meal and to rinse the 
eye on the affected side with isotonic sodium chloride 
solution twice daily or after exposure to air dust when 
out of doors. At these times, a patch over the eye is 
advisable. He is instructed to place a strip of cello- 
phane tape, or adhesive tape, on the affected side of 
the face from the corner of the mouth to just in front 
of the ear. He begins by putting the tape on at the 
corner of the mouth, pulling the mouth upward and 
wrinkling the cheek, and fastening the other end of 
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the tape in front of the ear. This pressure keeps food 
from getting lodged in the cheek and also minimizes 
the drooling of liquid out of the corner of the mouth 
on the affected side. Furthermore, such functional 
splinting prevents stretching of these small, denerv- 
ated facial muscles that, being subjected to gravity 
forces, allow a sagging of the cheek and corner of the 
mouth. 

Electrical stimulation by galvanic current is then 
prescribed. A voltage that produces the maximal 
muscle contraction tolerable is therapeutic, because it 
provides optimum summation of muscle fibers. The 
side of the face that is to be stimulated is generally 
preheated for 10 or 15 minutes with a mild infrared 
or radiant heat lamp. This reduces skin resistance 
and permits use of less voltage to obtain the same 
contraction. I prefer a surging, or sinusoidal-type, 
galvanic current at a rate of 20 stimuli per minute, 
which allows a rhythmical muscle response with each 
stimulus. Daily treatments of 15 to 30 minutes’ dura- 
tion are initially prescribed. In children under 12 years 
of age, electrical stimulation is not satisfactory because 
the voltage tolerated by the child is of so slight a 
magnitude that contraction seldom results. Fortunate- 
ly, the period of motor dysfunction in neuropathy of 
the facial nerve in children is relatively short. 

As one proceeds in therapy, faradic current is tried 
periodically to ascertain the first evidences of rein- 
nervation. A response to faradic current is heralded 
by the observation that less galvanic current is re- 
quired to give the same magnitude of contraction as 
originally necessary in the treatment. An alternating, 
or faradic, current of 200 to 1,000 impulses per second 
may eventually be used and will, in many instances, 
be more comfortable for the patient. Electrical stim- 
ulation is reduced in frequency with the advent of 
reinnervation. As traces of voluntary movement ap- 
pear, the patient can exercise his own facial muscles; 
the frequency of supervised treatment, therefore, is 
reduced to once or twice weekly until it is felt maxi- 
mum return of function has been achieved or is im- 
minent. 

Peripheral Nerve Dysfunction in an Extremity.—In 
treatment of peripheral nerve dysfunction in an ex- 
tremity, the prescription calls initially for passive mo- 
tion of the joints affected by the nerve dysfunction in 
order to maintain elasticity of the periarticular struc- 
tures. This is gently carried out through full range 
and in all directions of joint movement. 

Dynamic bracing to permit as much normal func- 
tion as feasible has been well described by Von Wers- 
sowetz and co-workers,'' Shields and Smith,’* and 
many others. Dynamic bracing, as opposed to static 
splinting, offers the following benefits: It (1) retains 
a functioning extremity; (2) maintains circulation in 
the extremity through muscle action; (3) permits 
partial joint motion; and (4) permits involved muscles 
to be lengthened and contracted passively or assis- 
tively, as nonaffected muscles perform their normal 
function. 

Electrical stimulation of denervated muscles is pre- 
scribed in the same general manner as described for 
neuropathy of the facial nerve. Though artificial, it is 
presently the only method available therapeutically 
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for reproducing controlled muscle shortening in the 
absence of nerve supply. In an extremity it is advis- 
able to use a voltage that gives maximum contractile 
response in the stimulated muscle and visible move- 
ment at the joint across which the affected muscle 
acts. Contraction against the resistance of 2-to-5-lb. 
weighted sandbags will provide a greater recruitment 
of muscle fiber. Osborne,’ presented data indicating 
that atrophy occurring prior to onset of electrical 
stimulation was not reversed. 

As increasing motor units within a muscle are re- 
innervated, supportive aids such as electrical stimula- 
tion and passive motion are supplanted by assistive 
exercises. In my experience, inserting needles from 
the electromyograph into partially denervated muscles 
helps the patient exercise those fibers that will volun- 
tarily respond. The wave frequency and height of 
oscillations on the oscilloscope give him visual evi- 
dence of muscle activity. The crackling of the loud- 
speaker adds auditory evidence. With additional 
motor units brought into action by increased effort, 
more waves occur on the oscilloscope; the sound of 
muscle contraction over the loud-speaker resembles 
that of a mechanical motor. The motivational effect 
on men and boys, especially, is profound. Electrical 
stimulation may be continued occasionally during this 
transition period until the part can be moved actively 
on the powder board. Progressive increments of 
weights used add friction, thus demanding maximum 
response from existing motor units. 

Exercise with graduated resistance against gravity 
continues the process of demanding maximum re- 
sponse from active motor units as more muscle fibers 
are reinnervated. Exercises are continued until opti- 
mum strength and coordination are obtained, depend- 
ing upon requirements of the involved parts in rela- 
tion to the patient’s employment. For instance, the 
serratus anterior of a plasterer requires more strength- 
ening than that of a cashier. It is important, therefore, 
to pursue therapy until the muscle requirements of 
the patient’s job are met. 


Summary 


Conservative therapy in peripheral nerve dysfunc- 
tion is auxiliary in character but promotes optimum 
circulation, contractility, and elasticity of motor ele- 
ments and minimizes secondary pathology associated 
with joint immobility and intramuscular fibrosis during 
the denervation period. 


326 Locust St. 
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SUBTOTAL GASTRECTOMY WITH AND WITHOUT VAGOTOMY FOR 
DUODENAL AND GASTROJEJUNAL ULCER 


PRESENT STATUS 
Ralph Colp, M.D., New York 


During the past decade, there appears to have been 
less reluctance on the part of the general practitioner 
and gastroenterologist to advise surgery for patients 
suffering from the complications of chronic duodenal 
ulceration. Many intelligent patients, becoming cog- 
nizant of the recurrent nature of the disease and its 
impact upon their social and economic life, are de- 
manding operation. This change in attitude has not 
been fortuitous. The profession undoubtedly has been 
influenced by the lowered morbidity and mortality 
and the excellent results of gastric resection, and 
some sufferers from peptic ulcer have been swayed 
probably by the publicity accorded the “nerve opera- 
tion,” which for a time was a recurrent theme in the 
daily press. That there has been a renewal of interest 
in vagotomy as a complementary procedure in both 
gastroenterostomy and subtotal gastrectomy and as a 
supplementary one in the alleviation of gastrojejunal 
ulcer is quite apparent from the plethora of articles 
appearing in most medical journals. 

This communication is concerned with (1) a few 
technical considerations that I believe to have been 
responsible for the lowered mortality and morbidity 
of subtotal gastrectomy, (2) the present status of this 
procedure with and without complementary vagotomy, 
and, briefly, (3) the effect of supplementary vagotomy 
upon gastrojejunal ulceration. 


Operative Technique and Surgical Indications 


For the past 30 years, I have considered subtotal 
gastrectomy of the Billroth 2 type the procedure of 
choice in the treatment of chronic duodenal ulcer. 
The operative technique at present is basically the 
one developed by the late A. A. Berg and R. Lewisohn, 
in which two-thirds to three-quarters of the stomach 
is removed, with gastrointestinal continuity restored 
by terminolateral gastrojejunostomy of the Hofmeister 
type. However, during the years my associates and I 
have made many changes, both in technique and in 
clinical approach, all designed primarily to lessen post- 
operative morbidity and mortality." The improvements 
in anesthesiology and in preoperative and postopera- 


From the Surgical Service of the Mount Sinai Hospital. 
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* Subtotal gastrectomy alone was done in 224 pa- 
tients and combined with infradiaphragmatic vago- 
tomy in 217 patients who had duodenal and gastro- 
jejunal ulcer. Of the three operative deaths, two were 
in the latter group but could not be ascribed to the 
vagotomy. Of the 17 proved instances of recurrent 
peptic ulcer disease, only one was in the vagoto- 
mized group. Vagotomy entailed an increase in 
postoperative morbidity and a risk of prolonged 
moderate diarrhea, but it afforded some protection 
against subsequent jejunal ulceration. 

Gastroenterostomy was done in 101 patients, with 
vagotomy in 70 of these. The rate of recurrences was 
15% in the patients without and 10% in the patients 
with the vagotomy. It appeared that vagotomy af- 
forded little protection to the patients with gastro- 
enterostomy. A continuction of the subtotal gastrec- 
tomy of the Billroth 2 type, preferably combined with 
vagotomy, is recommended on the basis of this ex- 
perience. 


tive care, especially the correction of electrolyte im- 
balances, the maintenance of blood volume, and the 
use of antibiotics, need no comment. 

The greatest hazard of subtotal gastrectomy of the 
Billroth 2 type is still the possibility of perforation 
of the duodenal stump with the development of fatal 
peritonitis. Many of these accidents can be prevented 
or their seriousness diminished by certain simple pro- 
phylactic precautions. In penetrating ulcers of the pos- 
terior wall or those situated in the second portion of | 
the duodenum, removal of the lesion may entail in- 
jury to the common bile duct, the head of the pan- 
creas, or the accessory pancreatic duct (duct of San- 
torini), leading to grave postoperative complications. 
This type of lesion should therefore be left alone. 
Removal of the ulcer is not an essential part of the 
operation as long as the pylorus and antrum have been 
completely resected. An ulcer left in situ is rarely the 
cause of immediate postoperative complications, and, 
moreover, it bears no relationship to the occurrence 
of subsequent gastrojejunal ulceration; in the majority 
of the patients in this series who developed subsequent 
gastrojejunal ulceration, the original ulcer by chance 
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had been complete!’ or partially removed. If the clo- 
sure of the transected duodenum has been attended 
with difficulty and if there is an iota of doubt as to 
the security of the suture line, the area should be ade- 
quately drained, preferably through a right subcostal 
stab wound. In addition, the duodenum should be de- 
compressed by the passage of a gastric tube through 
the gastroenteric stoma well into the afferent jejunal 
loop. I have never found it necessary to substitute a 
duodenostomy for a complete closure of the duode- 
num. (Personally, I would rather close a duodenum 
completely and anticipate the possibility of a duodenal 
fistula with a sump drain to which continuous suction 
could be applied, if necessary, than create one at the 
time of operation. ) 

Since 1937, gastrointestinal continuity has been re- 
stored routinely by an antecolic anastomosis of the 
Hofmeister type, with use of a short efferent jejunal 
loop. In addition to being perfectly satisfactory, this 
method is technically easier and has eliminated the 
danger of injury to the middle colic artery and the 
possibility of obstruction due to a prolapse of intestinal 
loops into the lesser omental sac, two possible compli- 
cations in the performance of a posterior retrocolic 
gastrojejunostomy. Moreover, the separation of the 
anastomosis in the event of gastrojejunal ulceration 
presents few difficulties. 


TABLE 1.—Operative Mortality in 542 Patients 


Deaths 
Patients, ——~—_, 

Operation No. No. % 
Gastroenterostomy ...... 


Gastroenterostomy and vagotomy 
Subtotal gastrectomy and vagotomy ...........eee00. 217 2 0.9 


During the course of years, I also altered my clinical 
and surgical approach to several problems. It soon be- 
came apparent that hospitalized patients recuperating 
from the effects of a severe hemorrhage should never 
be operated on within a short time after their hemo- 
globin level and red blood cell count had been 
restored to normal; when they were, the operative 
mortality was considerable. These patients are now 
discharged for convalescent care for a period of at 
least six weeks, after which elective surgery may be 
performed with a minimal risk. Massive hemorrhages 
from a proved duodenal ulcer are rarely treated as 
surgical emergencies. Bleeding in most of these cases 
will cease spontaneously. If, however, after adequate 
blood replacement during a period of 24 to 36 hours, 
blood is lost as rapidly as it is transfused, immediate 
operation is indicated, as it also is in patients who ap- 
parently have stopped bleeding for a few days and 
then suddenly begin to hemorrhage again. 

It was soon realized that not all patients would tol- 
erate the magnitude of a gastric resection. If the oper- 
ative mortality is to be kept at about 1%, a lesser sur- 
gical procedure must be substituted in selected cases. 
Gastroenterostomy, in spite of valid objections to it, 
was performed in about 18% of cases from 1946 to 
1952. * It was used in 12 patients to evaluate the pro- 
cedure, The remainder consisted of patients over 60 


J.A.M.A., December 29, 1956 


years of age who appeared physiologically older; those 
with severe diabetes; with chronic and advanced cardi- 
ovascular, pulmonary, nephritic, hepatic, or neurolo- 
gical diseases; and those who were extremely obese. 
Gastroenterostomy was also performed in patients in 
whom extensive edema and massive local infiltration 
would make a resection extremely difficult technically. 
Many experienced surgeons do not consider it a blow 
to their egd or a surrender of their technical ability or 
facility if a gastric resection is not performed because 
of. severe systemic disease or local contraindications. 

There were five deaths in this series of 101 patients 
undergoing gastroenterostomy. In 70, a complemen- 
tary infradiaphragmatic vagotomy was _ performed. 
This high mortality for a simple procedure confirms 
the preoperative opinion that some of these patients 
probably would not have withstood the added trauma 
of a gastric resection. That I often made mistakes in 
judging the ability of patients to tolerate a major pro- 
cedure is also true, because three in this group subse- 
quently survived a subtotal gastrectomy for gastrojeju- 
nal ulcer. 

Perhaps I have been a little too conservative in my 
surgery. I was probably lulled into a false sense of se- 
curity by the hope that the addition of a vagotomy to 
a gastroenterostomy would materially lessen the inci- 
dence of gastrojejunal ulceration. 1, as well as others, 
have been sadly disillusioned in this regard. In my ex- 
perience, a small one to be sure, there has been to date 
a recurrence rate of 10% in patients with gastroenter- 
ostomy with a complementary vagotomy and 15% in 
those with gastroenterostomy alone. Yet some sur- 
geons, whose results are obviously better, routinely 
choose gastroenterostomy and vagotomy for all pa- 
tients with duodenal ulcer, reserving subtotal gastrec- 
tomy for those who subsequently develop gastroje- 
junal ulcer. However, I agree with those who feel that 
gastroenterostomy with vagotomy is indicated only 
in the poor-risk patients or when local conditions de- 
mand a conservative approach. In these instances it 
would appear illogical] to employ the more hazardous 
operation of resection simply to improve upon the 
85% expectancy of a good result with gastroenteros- 
tomy (preferably with vagotomy) if the patient sur- 
vives. 


Subtotal Gastrectomy With and Without Vagotomy 


During the same period, 1946 through 1952, in 
which 101 patients were treated by gastroenterostomy, 
with or without vagotomy, subtotal gastrectomy of the 
Billroth 2 type was performed in 441 patients with 
chronic duodenal ulcer (table 1). 

This procedure has always had its critics. They have 
stated that, in the hands of the average surgeon, the 
mortality is high and the end-results do not justify the 
magnitude of the procedure. These statements have 
been repeatedly refuted by the published records of 
many clinics. It is true, however, that in a small per- 
centage of patients results are unsatisfactory. Some 
are rendered temporarily uncomfortable, others fail 
to gain weight due to nutritional disturbances, and a 
few are troubled by the dumping syndrome or di- 
arrhea. A certain number will develop gastrojejunal 
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ulceration. This latter complication, which is distress- 
ing and serious, has been reported in from 3 to 9% 
of the cases and often occurred in spite of the fact that 
the gastric resection was adequate and correctly per- 
formed. In these cases, high levels of free hydrochloric 
acid are usually present in the gastric aspirate. It be- 
came evident early in the experience of this clinic 


TaBLE 2.—Length of Follow-Up of 390 Patients 


Patients, No. 


Subtotal 
Subtotal Gastrectomy 
Followed Gastrectomy with Vagotomy 
3 1 
5 5 
34 19 
LITT 27 48 
34 
37 35 
..... 206 184 


that the suppression of the chemical or hormonal phase 
of gastric secretion by resection did not always protect 
the patient against gastrojejunal ulceration. 

As early as 1927, Klein’ conceived the idea of com- 
bining gastric resection with partial vagotomy in order 
to eliminate a second pathway to acid production, i. e., 
psychic stimulation. With this combined method, he 
hoped to increase the incidence of achlorhydria, for, 
“no free acid, no ulcer.” Subsequently, the follow-up 
results in 34 selected patients with high preoperative 
acidity in whom subtotal gastrectomy was combined 
with partial division of the vagus fibers on the anterior 
wall of the stomach seemed to verify Klein’s conten- 
tion.* In 1946, after the renewal of general interest in 
vagotomy as a definitive and sole procedure in the 
treatment of ducdenal ulcer, I decided to combine 
subtotal gastrectomy with bilateral infradiaphragmatic 
vagotomy, provided the operative mortality and post- 
operative morbidity were not appreciably altered. At 
first, this combined procedure seemed especially in- 
dicated in the patients with duodenal ulcer in whom 
bleeding was the predominant symptom and those in 
whom preoperative acid levels were unusually high, 
two types of patients in whom jejunal erosions and 
ulcerations are most apt to occur. Subsequently, the 
indications were broadened, and, at present, the com- 
bined procedure is preferred whenever possible. How- 
ever, in none of these cases has the extent of resection 
been lessened. I am not performing hemigastrectomy 
as yet. 

The immediate postoperative results in 224 patients 
undergoing subtotal gastrectomy alone (group 1) and 
217 undergoing the combined procedures of subtotal 
gastrectomy and infradiaphragmatic vagotomy (group 
2) have been analyzed in detail in previous communi- 
cations.” It may be stated briefly here that, postoper- 
atively, there was a greater incidence of pulmonary 
complications, gastric retention, and vomiting and di- 
arrhea after the combined procedure, but none of these 
proved serious. Three of the 441 patients died, one of 
them in group 1 and two in group 2, but none of these 
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deaths was related to the vagotomy, Postmortem ex- 
aminations revealed pancreatitis and bronchopneu- 
monia in one, a massive pulmonary embolus (occur- 
ring on the second postoperative day) in the second, 
and necrosis of the body and tail of the pancreas 
in the third patient, who died on the 42nd postopera- 
tive day. 

Follow-up of the patients in this series now covers 
one to nine years (table 2). During this period, there 
were seven deaths in group 1: one after 3 months due 
to a secondary resection for gastrojejunal ulcer; one 
after 10 months from an unknown cause; one after 
three years from carcinoma of the lung; three after 
four, five, and six years, respectively, from uremia; 
and one after seven years from a metastatic carcinoma 
of the brain. In group 2, there were four deaths: one 
after four months from homologous serum jaundice; 
one after six months from internal injuries incurred in 
an automobile accident; one from coronary thrombosis 
after a year; and one from cerebral hemorrhage after 
four years. 


Follow-Up Results 


The follow-up results have been classified as sat- 
isfactory or unsatisfactory, as judged by both the ex- 
aminer and the patient (table 3). There are two types 
of patients with satisfactory results, the well and the 
improved. The former group includes patients who 
were well at all times after operation as well as those 
who had symptoms during convalescence or earlier 
follow-up but who were asymptomatic at the time of 
their last visit. The patients considered improved are 
those whose ulcer disease is apparently cured but who 
do have minor distressing symptoms, The unsatisfac- 
tory cases are those in which there have been proved 
jejunal ulcers or in which such lesions have been sus- 
pected. An “unclassified” group consists of those pa- 
tients with symptoms and disturbances of gastroin- 
testinal function sufficiently severe that the result can 
be labeled unsatisfactory but with no subjective or ob- 
jective evidence of recurrent ulcer disease. There were 
two such patients in group | and three in group 2. 
All five suffered pain of moderate severity as well as 
either diarrhea, vomiting, or a mild dumping syn- 


TABLE 3.—Results of Follow-Up of 390 Patients 


Subtotal 
Subtotal Gastrectomy 
Gastrectomy with Vagotomy 
Results No. % No. % 
171 1546 8&5 
13 7 23 12 
21 10 5 3 
16 » 1 05 


drome. Repeated careful examinations and x-ray stud- 
ies failed to disclose the cause of these symptoms. 
One of these patients had a severe psychoneurosis. 

In group 1, of the 206 patients followed, results are 
satisfactory in 184 (90%) and unsatisfactory in 21 
(10%). Of the patients with unsatisfactory results, 16 
have had proved recurrences and 3 have had suspected 
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recurrences, without hemorrhage, manifested by pain 
in one and a mild melena reported by the patient in 2. 
X-ray examinations in these patients were negative. 
There were two patients with side-effects, manifested 
by pain. In group 2, of the 184 patients followed, 179 
(97%) are well, while of the 5 patients with unsatis- 
factory results, one has had a proved recurrence and 
4 have had side-effects. One of these patients has a 
persistent and incapacitating diarrhea, and in the oth- 
er four abdominal pain is present but the x-ray exam- 
inations are negative. Of the patients with results 
classified as satisfactory, six in group 1 and nine in 
group 2 had experienced a mild dumping syndrome. It 
may be surprising that we have observed no patient 
in whom there was a persistent and severe dumping 
syndrome, manifested by tachycardia, weakness, flush- 
ing, and fulness after meals. Many patients noticed 
an intolerance to milk and sweet drinks, but by 
eliminating these from their diets they were able to 
control their postcibal symptoms. 

In the patients with proved recurrent peptic ulcer 
disease (16 in the group undergoing gastrectomy and 
one in the group undergoing gastrectomy and vagot- 
omy ), the presence of the ulcer was proved by either 
operation or x-ray examination or else was strongly 
suggested by massive gastrointestinal hemorrhage. 
Such bleeding may occasionally be the result of per- 
istomal gastritis, erosions, or jejunitis, but it is most 
frequently due to actual jejunal ulceration. In any 
case, the operation that does not protect the patient 
from massive hemorrhage must be considered a fail- 
ure. In this series, it has been considered evidence of 
recurrent ulceration and hence of an unsatisfactory 
result. The results in the patients undergoing gastrec- 
tomy alone are in very marked contrast to those in pa- 
tients undergoing both gastrectomy and vagotomy, in 
whom, up to the time of writing, there has been but 
one recurrence. This occurred in a patient in whom, at 
the age of 18, a very high subtotal resection was done. 
Four years later, in 1952, a huge gastrojejunal ulcer 
developed that necessitated a total gastrectomy. When 
seen in 1955, the patient was well, without any side- 
effects. 

.A comparison of the results of the postoperative 
test meals showed that, regardless of the contents of 
the test meal or the time interval after operation, gas- 
trectomy with complementary vagotomy consistently 
produced a higher percentage of patients with gastric 
anacidity than did gastrectomy alone. It would appear 
from these results that complementary vagotomy per- 
formed with subtotal gastrectomy in the surgical 
treatment of duodenal ulcer afforded added protection 
against recurrent disease at the cost of an increase in 
the postoperative morbidity and of a prolonged mod- 
erate diarrhea in about 10% of the cases; however, in 
only one patient was this diarrhea incapacitating. 
There is an impression that the undesirable side-effects 
of vagotomy do not justify its use and, moreover, that 
vagotomy should be reserved for the small percentage 
of patients in whom recurrent disease develops after 
gastrectomy. Twenty patients who developed gastro- 
jejunal ulcer after subtotal gastroenterostomy were 
subsequently treated by supplemental vagotomy at 
this clinic; about 40% of the patients were not perma- 


_ of patient, and it was always performed reluctantly. 
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nently benefited.* This simple procedure usually pro- 
duced an immediate dramatic disappearance of the 
lesion, but ultimately the jejunal ulceration often re- 
curred. It would seem that the best procedure in cases 
of gastrojejunal ulcer after a gastroenterostomy is not 
vagotomy alone but rather a high subtotal resection 
combined with vagotomy. Moreover, one should never 
expect vagotomy alone to be effective in treatment of 
a gastrojejunal ulcer occurring after subtotal gastrec- 
tomy if the previous resection has been inadequate or 
if the stoma has become obstructed. This type of case 
requires an additional resection, the correction of me- 
chanical difficulty, or both. 

There is also a group, fortunately small, of patients 
who have undergone subtotal gastrectomy in whom, 
regardless of the extent of the secondary gastric re- 
section, even if combined with a complete vagotomy, 
unneutralized free acid is still secreted in large 
amounts and ulceration recurs. In the past, a total gas- 
trectomy was the only effective remedy for this type 


I say “reluctantly” because most patients with total 
gastrectomy are not happy and suffer nutritional dis- 
turbances that require medical care throughout their 
life. Recently, Zollinger and Ellison’ reported two 
instances of jejunal ulceration associated with hyper- 
secretion and hyperacidity in which recurrent ulcera- 
tion followed standard surgical therapy in both cases, 
finally necessitating a total gastrectomy. In each pa- 
tient, nonspecific islet-cell tumors of the pancreas were 
eventually found. Certainly, in cases of this kind a 
careful search for individual tumors or even resec- 
tion of the body and tail of the pancreas should be 
considered before a total gastrectomy is performed 
as a means of controlling secretion of free acid. 

At the time of writing there is a wave of enthusiasm 
for revival of the Billroth 1 procedure, now often com- 
bined with vagotomy. Certain claims are made for its 
superiority because it has been stated that patients are 
able to maintain or gain weight, the incidence of the 
dumping syndrome is presumably lower, and there is, 
of course, no gastrojejunal ulceration. The latter is 
certainly true, but there are other possible complica- 
tions, such as stenosis at the anastomosis and recur- 
rence of duodenal ulcer. I shall reserve decision on the 
future usefulness of this procedure until subsequent 
follow-up statistics have been reported after an ade- 
quate period of observation. 


Summary 


As I reflect upon my experience over 30 years, I can 
state that, at present, results seem to justify a continu- 
ation of the subtotal gastrectomy of the Billroth 2 
type, preferably combined with vagotomy. It is not a 
perfect procedure, but it has proved to be fairly satis- 
factory in my hands. The incidence of jejunal ulcera- 
tion appeared lessened by the addition of comple- 
mentary vagotomy at the cost of a slight increase in 
postoperative morbidity and in the incidence of a 
moderate diarrhea. 


894 Madison Ave. (21). 


Drs. Leonard J. Druckerman and Vernon A. Weinstein performed follow- 
up examinations of most patients in this series. 
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MEDICAL EVALUATION OF THE BECK OPERATION 
FOR CORONARY ARTERY DISEASE 


Bernard L. Brofman, M.D., Cleveland 


The greatest single problem confronting the medical 
profession today is concerned with the catastrophic 
consequences of coronary artery disease. The occlu- 
sive degenerative process in the coronary arteries re- 
sults in the incapacity of angina pectoris, the disability 
of myocardial infarction, and the disaster of the fatal 
heart attack. By its very nature, this process is progres- 
sive and eventually fatal. The annual death toll asso- 
ciated with coronary disease in the United States con- 
tinues to increase and is fast approaching the half- 
million mark. This increase is not merely an expression 
of the general aging of the population; as a matter of 
fact, coronary disease has become increasingly common 
in the younger age groups. Many patients with definite 
coronary disease live out a normal life expectancy with 
little or no disability, but, unfortunately, the great ma- 
jority are doomed to prolonged invalidism or sudden 
death. Despite the increasing devastation of this dis- 
ease, there has developed a remarkable complacency 
and feeling of optimism toward the patient with coro- 
nary disease. This has progressed to the ridiculous 
rationalization that patients with coronary disease are 
better off than those who do not have the disease. 

In a fundamental sense, angina pectoris, myocardial 
infarction, and cardiac arrest merely represent varying 
responses of the heart to the occlusive process in the 
coronary arteries. However, there is no obligate rela- 
tionship between the degree of reduction in coronary 
inflow and the resulting consequences.’ The essential 
role of intercoronary arterial channels in preventing 
the catastrophic consequences of coronary artery dis- 
ease is evidence of the protection afforded by a more 
equal distribution of the available coronary inflow.” 
If this collateral circulation is adequate, complete oc- 
clusion of the coronary arteries may occur without sig- 
nificant muscle damage. The fate of the myocardium 
and, indeed, the fate of the patient depends upon the 
amount of blood available beyond the stenosis or oc- 
clusion of the coronary artery. The natural develop- 
ment of intercoronary communications is an uncertain 
process and is, unfortunately, most frequently inade- 
quate. 

Frequent electrocardiograms and the present medi- 
cal optimism must not disguise the necessity for 
definitive treatment to provide an adequate distribu- 
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* The Beck operation, which consists of procedures 
to effect intercoronary blood-flow communications, 
has been performed on 185 patients in Cleveland. 
The operation relieves ischemic areas of the heart 
muscle, responsible for pain, and can prevent dan- 
gerous oxygen differentials that cause death; how- 
ever, it cannot stop occlusive disease in the coronary 
arteries, nor restore degenerated myocardium. A 
positive diagnosis of coronary disease is the indica- 
tion for operation (unless there is some specific 
contraindication), and the protection afforded by 
the operation need not be withheld until the patient 
has had at least one myocardial infarction. On 137 
follow-up studies the long-term mortality has been 
reduced over one-half from what would be expected, 
and 90% of those patients still being followed have 
definite amelioration of previous symptoms. The low 
operative mortality is attested to by a series of 100 
consecutive patients operated on, of which only one 
died prior to discharge from the hospital. 


tion of blood to the myocardium. Some day, the oc- 
clusive process in the coronary arteries presumably 
will be reduced or prevented by medical means. 
However, for the present, the patient with coronary 
artery disease should have the benefit of any treat- 
ment that is safe and effective. 


Surgical Treatment 


The surgical treatment for coronary artery disease 
has been established on a firm scientific basis.’ The 
principles and techniques developed by Beck are gen- 
erally recognized and have stimulated many workers 
in this field, In a recent survey, I discovered that more 
than 50 thoracic surgeons in the United States (and 
at least 20 in Europe and Israel) have carried out the 
surgical treatment of coronary artery disease in Well 
over 1,200 patients. The over-all operative and early 
postoperative mortality reported by these surgeons 
has ranged between 5 and 10%. Long-term follow-up 
studies have revealed complete or partial relief from 
symptoms in 80 to 90% of the patients evaluated. De- 
spite certain variations in the surgical technique, the 
results have been remarkably similar. 

This report is based on observations of 185 consecu- 
tive patients operated on in Cleveland by Beck since 
January, 1951. Briefly, the Beck operation consists of 
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mechanical abrasion of the epicardium and parietal 
pericardium, partial ligation of the coronary sinus, in- 
stillation of powdered asbestos, and the application of 
mediastinal fat and pericardium to the heart. These 
procedures are effective in stimulating intercoronary 
communications and may bring added blood to the 
heart that has reduced coronary inflow. Effectiveness 
of the Beck operation has been demonstrated convinc- 
ingly in the laboratory.* Test coronary artery ligation 
was followed by a much lower mortality rate in dogs 
that had had the Beck operation than in those not so 
protected, and resulting infarcts were smaller. Back- 
flow measurements demonstrate increased blood sup- 
ply beyond the occluded artery. 

The clinical results in patients have confirmed the 
laboratory findings. However, in order to evaluate 
properly the surgical treatment of coronary disease, 
it is important to know not only what operation can 
do but also what it cannot do. It cannot stop the oc- 
clusive disease in the coronary arteries, nor can it re- 
store degenerated myocardium. It can relieve ischemic 
areas responsible for pain; it can prevent dangerous 
oxygen differentials that cause death*; and it can pre- 
vent extensive infarction. It should be stressed that 
pain relief is achieved, not by interruption of pain 
pathways, but by overcoming the physiological de- 
rangement causing the pain. Obviously, interference 
with normal pain pathways, although possibly produc- 
ing subjective relief, could not prolong life; on the con- 
trary, such a procedure would result in earlier mortal- 
ity. It will be shown that the Beck operation definite- 
ly increases life expectancy. 

In properly selected patients, the mortality as- 
sociated with operation has been remarkably low. As 
a matter of fact, in the last 62 consecutive patients 
operated on up to this time, the operative and early 
postoperative mortality has been zero. This signal 
achievement should remove the last imposing barrier 
to the surgical treatment of coronary artery disease. 

Operability 

Indications for Operation and Selection of Patients. 
—The diagnosis of coronary artery disease rests prima- 
rily on the patient’s history. The electrocardiogram is 
merely confirmatory. In 25% of the patients in this 
series, the preoperative 12-lead electrocardiogram was 
within normal limits at rest. Exercise-tolerance tests, 
which were performed only in patients with normal 
control records, showed characteristic electrocardio- 
graphic changes of coronary insufficiency in one-half 
of these. The unreliability of the electrocardiogram 
was particularly evident in patients in whom serial 
electrocardiograms had always been normal. In 25% 
of such patients, exploration of the heart surface dur- 
ing operation, with the aid of exploratory direct epi- 
cardial electrograms, revealed previously undiagnosed 
infarcts. 

A positive diagnosis of coronary disease is the indi- 
cation for operation. The achievement of a low oper- 
ative mortality rate now justifies the application of the 
operation to patients with very early disease, that is, 
before extensive myocardial damage has occurred. By 
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the same token, the protection afforded by operation 
need not be withheld until the patient has had at least 
one myocardial infarction; early operation can reduce 
the 10 to 20% mortality rate associated with the first 
episode of myocardial infarction. Operation may also 
be performed even after several episodes of infarction, 
but, obviously, little benefit can be achieved if the 
heart has begun to dilate. 

Classification of patients with coronary artery dis- 
ease is particularly difficult. Consideration must be 
given not only to the degree of myocardial degenera- 
tion but also to the progression of the occlusive process 
in the arteries. The following preoperative classifica- 
tion has been found useful: Group 1 consists of pa- 
tients, usually under 50 years of age, who have mild 
symptoms and who may have a small infarct and/or 
mild angina pectoris. Group 2 consists of patients 
with hearts of normal size who have moderate to se- 
vere angina pectoris; they may have one or more in- 
farcts. Group 3 consists of the salvage cases—those pa- 
tients with extensive muscle damage who may have an 
enlarged heart and congestive heart failure—as well as 
patients with status anginosus and those with certain 
contraindications for operation. The great majority of 
patients operated on are in group 2. However, the per- 
centage of patients in group 1 is increasing. As a mat- 
ter of fact, in members of families with a “bad” coro- 
nary history, operation should be considered at the 
earliest evidence of the disease. 

Contraindications for Operation.—Acute myocardial 
infarction, or even suspicion of impending infarction, 
precludes operation for at least four to six months, In 
addition to the obvious dangers of operation during 
the acute stage, the delay allows for development of 
natural compensatory mechanisms. Operation is also 
hazardous in younger patients with rapidly progressive 
symptoms, particularly in those without previous myo- 
cardial infarction. These patients are prone to the 
development of areas of ischemia during or immediate- 
ly after operation. Their hearts tend to develop elec- 
trical instability,‘ with resultant ventricular fibrillation, 
so that an impending medical death becomes a surgical 
mortality. 

Cardiac enlargement and evidence of congestive fail- 
ure constitute a relative contraindication to operation. 
However, in 20% of the patients operated on in this 
series, the left ventricle was fluoroscopically enlarged. 
At least one-fourth of these patients had objective evi- 
dence of early congestive failure. Although it is too 
late for much benefit in such patients, their hearts are 
remarkably stable and they tolerate operation quite 
well. Severe hypertension, or any other associated dis- 
ease that in itself limits life expectancy, contraindi- 
cates operation. However, a moderate degree of blood 
pressure elevation was present in 25% of the patients 
operated on. 

Significance of Age, Sex, and Duration of Symp- 
toms.—In this series of 185 patients who were operated 
on, the age range was 27 to 72, with an average age 
of 48 years. Generally, patients over the age of 65 
carry an increased operative risk, but operation is not 
denied such a patient if his tissue age justifies it. 
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Twenty patients in this series were over 60. In patients 
under 40 years of age, the rapidly progressive disease 
usually present in this age group tends to make opera- 
tion somewhat hazardous. However, operation was 
carried out in 29 patients under 40 years of age. Less 
than 10% of the patients operated on were females. 
In this series, 75% of the patients had suffered at 
least one clinically proved myocardial infarction. Two 
or more infarctions had occurred in 20%. Angina pec- 
toris, ranging in severity from very mild to complete 
status anginosus, was present in 95% of the patients 
operated on. The duration of symptoms, in itself, of 
course gives no indication of the severity of the disease. 
The range of duration in this series was from four 
months to 13 years, with an average of 2.9 years. In 
general, patients with longer periods of duration of 
symptoms appeared to tolerate operation better. 


Results 


Mortality._In the 185 patients operated on since 
January, 1951, there have been 11 deaths associated 
with surgery (2 during operation and 9 in the 
early postoperative period), for a total mortality rate 
of less than 6%. Careful selection of patients and im- 
provements in medical and surgical management have 
resulted in a progressive lowering of operative mortal- 
ity, as evidenced by the last 62 consecutive operations 
up to this time without a death. At least 15 of the 62 
patients were salvage cases. However, in every instance 
symptoms had become fairly stable for a few months 
prior to operation. Recognition of the limitations of 
operation has prompted judicious delay in seriously 
ill patients. Certainly, if a castastrophe is imminent, 
an ill-timed operation will only hasten it. A delay of 
a few months permits time for stabilization and greatly 
enhances toleration of the operation and the achieve- 
ment of a good result. 

Evaluation.—Obviously, the very nature of the dis- 
ease itself is such that there is no reliable objective 
method for the evaluation of any method of medical 
or surgical treatment for coronary artery disease. Re- 
liance on the electrocardiogram or ballistocardiogram 
is indeed unrealistic. Furthermore, one must consider 
the fact that only a small alteration in previously com- 
pensated coronary circulation results in disability or 
death. By the same token, only a small amount of 
blood made available to a critical area can produce 
marked clinical benefit. Certainly, in the anginal at- 
tack, one would not question the immediate relief 
afforded by a tiny amount of glyceryl] trinitrate merely 
because such a dramatic accomplishment may not be 
demonstrable electrocardiographically. Also, the re- 
markable and immediate response to glycery] trinitrate 
further emphasizes the far-reaching effect of small 
alterations in coronary circulation. 

Serial electrocardiograms and _ballistocardiograms 
have been taken in most patients as part of their 
long-term evaluation. Significantly enough, in 40% of 
those having abnormal preoperative ballistocardio- 
grams there has been evidence of improvement within 
the first year; however, there does not appear to be 
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any obligate relationship between the degree of clini- 
cal improvement and that shown on the ballistocardio- 
gram.“* 

Generally speaking, each patient serves as his own 
control. No doubt, with a few more years of follow-up, 
a highly significant statistical evaluation will be forth- 
coming. For the present, evaluation of the effect of 
operation must rest upon the following factors: (1) 
increased life expectancy, (2) amelioration of symp- 
toms, and (3) ability to work. 

Long-term follow-up studies have been carried out 
on the 137 consecutive patients discharged over a 
period of six months to five years, with the average 
time since operation being two years. The expected 
mortality in such a group over this period would be 
41, or 30%.° Actually, 18 are known or assumed to be 
dead, a mortality rate of 13.1%. Thus, even at this 
relatively early period, life expectancy can be shown to 
be increased by operation. Since operation does not 
prevent the occlusive process in the coronary arteries, 
a period of symptomatic improvement may be termi- 
nated by overwhelming occlusion and death, Such 
was the case in 50% of the patients who died six months 
to five years after operation. 

Of the 100 consecutive patients who are alive and 
who could be evaluated over a six-month to five-year 
follow-up period, 45 are more or less completely free 
of pain. Another 45 claim considerable reduction in 
pain. Thus, 90% had a definite amelioration of symp- 
toms. Only 10% had no observable improvement; how- 
ever, evaluation in these was particularly difficult 
because of such complications as narcotic addiction, 
psychoses, and cerebrovascular accidents. Ability to 
work with no limitations was reported in 42 patients, 
while another 48 are better able to work, with some 
limitations. Thus, 90% are economically productive. 
Prior to the operation only 45% had been able to work 
half-time or more. 


Summary and Conclusions 


The Beck operation for coronary artery disease is a 
safe and effective procedure for providing a more 
adequate distribution of arterial blood to the heart. 
In the last 62 consecutive patients operated on, the 
mortality associated with operation has been zero. The 
over-all operative mortality since January, 1951, is less 
than 6%. Operation is indicated in patients with coro- 
nary artery disease unless there is a specific contra- 
indication. The operation should not be considered as 
merely a salvage procedure; best results are achieved 
by operation early in the course of the disease. Long- 
term follow-up studies on patients who had undergone 
the Beck operation revealed a definite increase in life 
expectancy. Significant amelioration of symptoms oc- 
curred in 90% of the patients evaluated. Likewise, 90% 
of the patients were able to return to full-time or part- 
time work with less limitation. 


Addendum 


Since this paper was prepared, the series of con- 
secutive patients operated on without immediate 
operative mortality has been extended to 100. The 
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only death in this entire series occurred in a poor-risk 
patient who suffered an overwhelming coronary 
occlusion just prior to his anticipated discharge from 
the hospital. 
1800 E. 105th St. (6). 
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SPECIAL INDICATIONS FOR HYPNOSIS AS A METHOD OF ANESTHESIA 


Harold B. Crasilneck, Ph.D., E. James McCranie, M.D. 


M. T. Jenkins, M.D., Dallas, Texas 


The beginnings of the use of hypnosis as an anal- 
gesic agent go back to ancient times. One of the first 
recorded reports of its use in surgery in modern times 
is that of Esdaile, published in 1840. Since then there 
has been extensive documentation of its efficiency as 
an anesthetic agent. In spite of this, hypnosis has not 
yet gained widespread use as an anesthetic agent. 
This is due partly to the inherent difficulties in the 
hypnotic technique and to the quasi-scientific status 
that is usually associated with hypnotism in the mind 
of the scientific man. More important, however, than 
either of these is the rapid development of modern 
anesthesiology with its more efficient and safe tech- 
niques and chemical agents. Because of this, it hardly 
seems practical to advocate the general use of hypnosis 
as an anesthetic agent. It frequently happens, however, 
that special kinds of problems or procedures arise 
with patients in whom the administration of chemical 
anesthetics might be undesirable. For the past three 
years we have been investigating the use of hypnosis 
as a method of anesthesia in such special kinds of 
surgical problems. The purpose of this report is to 
present some of these problems and the results ob- 
tained through the use of hypnosis. 


Report of Cases 


Case 1.—A 32-year-old pregnant woman developed polio- 
myelitis about six weeks before term. Previously she had ex- 
perienced three normal pregnancies and deliveries, and her 
fourth pregnancy had been completely normal prior to the onset 
of the poliomyelitis. Twenty-four hours after the patient’s ad- 
mission to the hospital, extensive paralysis occurred. Involve- 
ment of muscles of respiration limited her tidal volume to 200 
ml. of air, as determined by pneumotachographic studies. Her 
vital capacity at this time was not significantly greater than her 
tidal volume, and control of pharyngeal secretions was ac- 
complished with difficulty. A tracheotomy was performed, and 
her breathing was assisted by the use of an intermittent posi- 
tive-pressure type of respirator. She needed continuous respira- 
tory assistance, and it was elected to continue use of intermittent 
positive-pressure and nebulization with the patient in a com- 
fortable low Fowler position. 

Both the obstetrician and the respiratory consultant felt that 
emptying the uterus would improve the patient’s general con- 
dition. Two days after the patient’s admission, the obstetrician 
started an intravenous infusion of oxytocin injection ( Pitocin ) 
and isotonic sodium chloride solution. Excellent uterine con- 
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* The advantages of hypnosis as an alternative to 
conventional anesthesia in special instances are 
illustrated by accounts of five cases. In a pregnant 
woman about six weeks before term, the onset of 
poliomyelitis caused paralyses so extensive as to 
require tracheostomy and continuous respiratory as- 
sistance; when it was decided that labor should be 
induced, hypnosis was tried and found adequate for 
the delivery of a 2,664.9-gm. infant by low forceps. 
In a dental patient who had been insisting on general 
anesthesia after severe reactions to a local anesthet- 
ic, hypnosis solved the immediate problem and 
eventually diminished the patient's fear of dentistry. 
In a severe case of epilepsy, hypnosis sufficed for 
the craniotomy and excision of the epileptogenic 
focus in the temporal lobe after procaine was in- 
jected for the scalp incision. Hypnosis was found 
adequate similarly in a man who needed extensive 
débridement and grafting after thermal burns cover- 
ing 45% of his body surface and in a girl who 
needed gynecologic surgery in the presence of 
severe congenital heart disease. The disadvantages 
of hypnosis, that it requires skill, is time-consuming, 
carries psychological risks, and fails in some sub- 
jects, are offset by its advantages in special cases. 
Its indiscriminate use in uncomplicated cases is not 
recommended. 


tractions were maintained for about six hours, although 
dilatation of the cervix did not occur. Because the patient had 
become very tired and apprehensive, it was decided to delay 
further efforts at induction. 

On the fourth day, the internist felt that delivery was more 
urgently indicated than ever in order to facilitate respiratory 
exchange. Consequently, another oxytocin infusion was started. 
This resulted in excellent uterine contractions. The membranes 
were ruptured, and labor progressed in a satisfactory way. Dur- 
ing this prolonged period of labor, the patient had become 
increasingly anxious and apprehensive. Original plans to utilize 
a pudendal block to provide anesthesia for delivery were 
changed. Although use of an inhalation technique of anesthesia 
was not fundamentally ruled out, hypnosis was given considera- 
tion and one of us (H. B. C.) was consulted by the obstetrician 
concerning this method of anesthesia. The idea of using hypnosis 
was presented to the patient. Although she at first appeared 
resistant toward the method, rapport was soon established. She 
was able to enter a somnambulistic state in spite of the fact 
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that labor contractions were already occurring every three min- 
utes. She was given the suggestion that her pain would com- 
pletely cease and that she would become relaxed, unafraid, and 
cooperative. The suggestions were effective almost immediately. 
She appeared relaxed and did not show evidence of pain, 
tension, or apprehension. 

She was delivered of a 2,664.9-gm. (5-lb. 14-0z.) male by 
low forceps without premedication or any anesthesia other than 
hypnosis. She made no complaint of pain throughout the de- 
livery. The muscles of the perineum were relaxed, and no lacera- 
tion was sustained. Assisted respiration was continued during 
the delivery. Following delivery the patient was awakened 
after being given the posthypnotic suggestion that she would 
be relaxed and comfortable. The mother has made slow but 
continuous progress, although paralysis of muscles and weak- 
ness persist. 

CasE 2.—A 36-year-old female was sensitive to procaine. Be- 
cause of this she objected to the use of any local anesthetic 
agent. For the previous three years she had refused to allow 
her dentist to perform even minor procedures without admin- 
istration of a general anesthetic. Injection of procaine, accord- 
ing to her physician, resulted in severe reactions characterized 
primarily by edema of the face and body, urticaria, and nausea 
and vomiting. Since it was impractical to administer an anes- 
thetic each time she required dental procedures, the patient 
soon refused to return to her dentist. Most of her teeth even- 
tually developed caries. Because of the complexity of the total 
situation, we were asked to evaluate the patient as a suitable 
subject for the use of hypnosis as an anesthetic. Personality 
evaluation indicated an individual relatively free of emotional 
symptoms other than extreme fear of dental procedures. After 
a discussion of hypnosis, she proved to be an excellent subject 
and was soon capable of entering a state of somnambulism. 
Thereafter, on five separate occasions dental procedures lasting 
approximately two hours each were successfully performed with 
the patient under hypnosis. During these procedures she was free 
of all pain and of apprehensiveness. Eventually her fears of 
dental procedures were greatly diminished, and now she is 
capable of undergoing at least minor procedures without hyp- 
nosis. 

CasE 3.—A 14-year-old girl had developed epileptic con- 
vulsions after a head injury four and one-half years prior to her 
admission to the hospital. The convulsions occurred at the rate 
of two or three per day and were usually preceded by an eura 
consisting of a “tingling sensation in the fingers of both hands” 
and accompanied by a loss of consciousness of from 30 to 30 
seconds. Electroencephalographic studies revealed a focal dis- 
charge in the right temporal lobe. Anticonvulsive medication 
was successful only to the extent of reducing the number of 
daily seizures. 

Since conservative treatment was not considered adequate 
and since there was a temporal focus, it was decided to 
perform a temporal lobectomy with electroencephalographic 
monitoring. It became necessary to consider the effects of anes- 
thetic agents given by inhalation or intravenously upon the 
electroencephalographic patterns. Since it is well established 
that there are no alterations in the brain wave patterns in even 
the deepest state of hypnosis,’ it was decided to try hypnosis 
plus local infiltration of the scalp with procaine for the anes- 
thesia. The possibility of using hypnosis was discussed with the 
patient. She proved to be an excellent hypnotic subject and 
was hypnotized four times before surgery to condition her to 
enter the somnambulistic state required for the proposed sur- 
gery. 

At operation the scalp line of incision was injected with a 2% 
solution of procaine. She was then hypnotized and, after she 
had entered a state of somnambulism, the surgical procedure 
was started. During most of the operation the patient was re- 
laxed and comfortable. She did, however, complain of a mild 
pain while the dura was being separated from the bone. Twice 
during the nine-hour procedure it was necessary to inject the 
scalp with additional local anesthetic because of the patient’s 
verception of pain, especially upon forceful retraction of the 
scalp margin. The abnormal spiking electrical focus was con- 
firmed by electroencephalographic tracings, and the proposed 
excision of the focus was performed. The patient did not com- 
plain of pain during this excision except on one noteworthy 
occasion when, as a blood vessel in the hippocampal region was 
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being coagulated, the patient suddenly awoke from the hyp- 
notic trance. She was immediately rehypnotized and was able 
again to enter a deep state of somnambulism. (The fact that 
the patient woke from the hypnotic state when the hippocampus 
was stimulated has led to considerable interest and speculation 
on our part as to the neurophysiology of hypnosis, and it opens 
another avenue for investigation.) The final electroencephalo- 
graphic tracings revealed no further abnormalities. After elec- 
troencephalograms were completed, the patient was given 100 
mg. of thiopental sodium intravenously. She remained in ex- 
cellent condition throughout the procedure. Upon completion of 
the operation, she was able to answer questions but was amnesic 
concerning the surgery because of a posthypnotic suggestion 
given prior to awakening. She had also been given a posthyp- 
notic suggestion that she would experience a prolonged sleep, 
which she did for six hours without further sedation. The post- 
operative course was very satisfactory and free of complications. 

Case 4.—A 33-year-old male had thermal burns covering 45% 
of the body surface. During the first phase of treatment he re- 
quired numerous changes of dressing and débridements. It soon 
became necessary to administer a general anesthetic for these 
changes because of pain elicited in manipulating his extremi- 
ties during the procedure. He became progressively fearful of 
the frequent anesthesia and was generally withdrawn, nega- 
tivistic, and uncooperative. Therefore, it was decided to use 
hypnosis as an analgesic during these changes of dressing and 
débridements. The patient was a good hypnotic subject, and 
the hypnotic procedure was successful both as an analgesic and 
in improving the patient’s general mental state. Hypnotic sleep 
was used as the anesthetic agent during the next surgery. Ex- 
tensive débridement was carried out and a split-thickness skin 
graft was taken from the right leg. He was given the posthypnotic 
suggestion that he would perceive no pain in the donor area or 
in the area of débridement. Upon his awakening, the sug- 
gestion was in effect. Two days later the sensations of pain 
and touch were restored by hypnotic suggestion. The patient's 
recovery was rapid and without complications. 

Case 5.—A 34-year-old single female with severe congenital 
heart disease had repeated x-ray examinations over a period of 
years that revealed an extension of the pulmonary artery 
shadows with congenital changes consistent with a diagnosis of 
Eisenmenger’s complex. Approximately six months prior to the 
time of referral, the patient began having extreme difficulty in 
her menses. Menstrual flow lasted from 15 to 17 days. At the 
onset of such a period, bleeding was described as excessive and 
heavy, resulting in spotting during the last few days. A pelvic 
examination revealed the patient to be a nulligravida with a 
virginal introitus. Because the hymenal ring was so tight and 
because the patient was extremely anxious and tense, her gyne- 
cologist was unable to perform an adequate pelvic examina- 
tion. The gynecologist was of the opinion that dilation of the 
cervix and curettage of the uterus were indicated for purposes 
of diagnosis. However, both the gynecologist and cardiologist 
felt that the patient presented a definite anesthetic risk. Al- 
though it was agreed that a caudal or a saddle block would be 
acceptable, it was also agreed that hypnosis might be safer if 
the patient were a suitable subject. 

Personality evaluation revealed that the patient was very im- 
mature emotionally and highly dependent on her mother. Her 
social activities were limited and were always approved by the 
mother beforehand. She seldom dated and was extremely naive 
and fearful of any kind of sexual activity, preferring not to be 
alone in the company of men. Because of her emotional im- 
maturity and numerous neurotic conflicts, it was feared that the 
extensive use of hypnosis might arouse more overt symptoms of 
psychiatric illness. However, it was decided that this risk was 
worth taking because of her physical status. After reasonable 
rapport had been established with the patient and the possible 
use of hypnosis had been explained to her, she accepted the 
proposal, although she was obviously anxious about how she 
would respond to this method and whether she would be a 
good subject. 

Actually she turned out to be a good subject and was hyp- 
notized three times prior to surgery to condition her to enter a 
state of somnambulism. A pelvic examination was done by the 
gynecologist during the third session. It was suggested to the 
patient that she would be free of pain and completely relaxed 
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during the examination. While the patient was in a state of 
hypnosis, the gynecologist reported that it was possible to do 
a very adequate bimanual examination. There was neither sub- 
jective nor objective evidence of pain, tension, or anxiety during 
this procedure. 

The patient was operated on a week later. No medicaments 
were administered preoperatively. After she was hypnotized, 
cervical dilation was accomplished, and endometrial curettage 
was then performed. The patient slept throughout the entire 
operative procedure and evidenced no perception of pain. She 
was given a posthypnotic suggestion that there would be no 
cramping or undue discomfort. After her return to the recovery 
room, the posthypnotic suggestions were in effect, with no pain, 
cramping, or discomfort reported by the patient. At the end of 
the hour, it was then suggested that normal bodily sensations 
would return to her. She was awakened from the hypnotic sleep 
and was amnesic for the entire procedure. Her pulse, blood pres- 
sure, and respiration showed no significant deviations prior to, 
during, or after the surgery. Her recovery was uneventful and 
free of complications. 


Comment 


The five cases presented represent instances in 
which hypnosis was considered to have special ad- 
vantages over conventional anesthetic methods. As a 
result of our experience with these cases, some special 
indications for hypnoanesthesia can be formulated. 
First, it is indicated in cases in which chemical anal- 
gesics and depressants are contraindicated or danger- 
ous because of respiratory or cardiac disease. This 
type of indication is illustrated by cases 1 and 5. 
Second, it is indicated in cases in which the preferred 
anesthetic agent cannot be used because the patient 
has demonstrated sensitivity to it. This is represented 
by case 2. Third, hypnoanesthesia should be used in 
cases in which the repeated use of anesthetics tends 
to have a debilitating effect on the patient with an 
already disturbed physiology. This is frequently a 
problem with severely burned patients who require 
frequent painful changes of dressings, débridement, 
and skin grafts. This type is illustrated by case 4 and 
has been more extensively elaborated on in a previous 
paper’ reporting cases in which hypnosis was used 
to augment ambulation and other exercises as well as 
to increase food intake in burned patients. 

Fourth, it is indicated in patients whose apprehen- 
sion and fear of general anesthesia are so great as 
to interfere with its smooth application or even to 
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result in serious anesthetic risks. This type is illustrat- 
ed by cases | and 4. Fifth, hypnosis should be utilized 
in patients whom it is desirable to free of some of the 
neurophysiological effects of the anesthetic. This is 
illustrated by case 3. In such a case, it was desired to 
avoid the effect of drugs on the electroencephalogram. 
In other types of neurosurgical operations, it might be 
advantageous to have the conscious cooperation of the 
patient during the operative procedure, in which case 
hypnosis would be an ideal type of anesthesia. Another 
advantage in neurosurgical cases is associated with 
the length of time of the operation. Hypnosis obviates 
the debilitating effects of prolonged chemical 
anesthesia. 

There are definite disadvantages in the use of 
hypnosis as a method of anesthesia. There are, for 
example, many individuals who cannot be hypno- 
tized. Furthermore, some persons who are hypnotized 
are not capable of entering the depth of hypnotic state 
necessary to produce sleep and lasting anesthetic 
effects. It may be originally time-consuming. It also 
requires special training and skill on the part of the 
hypnotist. There are also risks involved in hypnotizing 
patients who have psychological problems. A careful 
psychiatric evaluation should be performed prior to 
the use of hypnosis. 


Summary and Conclusions 


In a series of five cases, hypnosis was used as pref- 
erable to chemical anesthesia. The use of hypno- 
anesthesia should be reserved for cases with special 
indications, because there are definite psychological 
hazards to its indiscriminate use and in most uncom- 
plicated cases its use is neither practical nor economic- 
ally feasible. 

5323 Harry Hines Blvd. (19) (Dr. Jenkins). 
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The Filter Organs.—The spleen, lymph nodes, and probably all lymphatic tissue possess unique phagocytic, cyto- 
poietic and antibody-forming capacities which are functional in immunity. . . . The immunological functions of 
the spleen are chiefly directed toward invading organisms and other antigens which occur in the blood because 
its macrophages are oriented to remove materials from the blood. The spleen, therefore, should be compared 
with other filter organs of the blood, i. e., the liver, bone marrow, adrenal and pituitary. Of these, the liver, 
probably because of its size, is of greatest importance phagocytically, but, although it synthesizes serum globu- 
lins, is probably unimportant in antibody formation . .. except after lymphatic tissue appears in the periportal 
connective tissue as frequently happens during intense immunization or infection. . . . The bone marrow forms 
antibody, but how much is not known. Although relatively insignificant phagocytically, it supplies most of the 
heterophils which act as a first line mobile defense in certain infections. The heterophil, however, even in pyo- 
genic infections, is probably less important than the macrophage. . . . The adrenal and pituitary are erratic os 
phagocytic centers and are not important sites of the cytopoiesis of connective tissue cells involved in immun- 
ity. To them have been ascribed various functions in the destruction of lymphoid cells and the release of anti- 
body, but the extent and true significance of the pituitary-adrenal-cortical hormones in immunity still nee is 
clarification. . . . Thus, it 1s evident that the spleen is not unique among the filter organs in any single function 
concerned in immunity, but is unique in the heterogeneity of its functions. I shall consider in order its phago- 
cytic function, its cytopoietic activity including the production of lymphoid cells and macrophages, its role in 
the formation of specific antibodies and certain little understood regulatory actions on nonsplenic antibody- 
forming sites.—W. H. Taliaferro, M.D., Functions of the Spleen in Immunity: Presidential Address, The Ameri- 
can Journal of Tropical Medicine and Hygiene, May, 1956. 
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CLINICAL NOTES 


A MODIFIED 


SPINE BRACE 


Robert C. Cornell, M.D., Bangor, Maine 


The medical literature of the past two decades is 
well endowed with descriptions of various types of 
spine braces. The majority of these are quite adequate 
aud are as comfortable as an appliance of this type 
is expected to be. The brace to be described is the 
result of modifications of previously described braces; 
thus I claim little originality. In 1937, Arnold’ de- 
scribed an efficient back brace. Using Arnold’s brace 
as a pattern, I have made a number of modifications 
designed to increase the range of usefulness of the 
appliance and to increase patient comfort. In 1942, 
Baker * described a brace that he used on patients 
with arthritis of the spine, and Williams ° described 
a brace for use in flexion management of low back 
conditions. Some of the ideas embodied in these two 
braces have been incorporated in the apparatus herein 
described. 

Uses 


As do most orthopedic appliances, this brace has 
its limitations, and it is not intended for the treatment 
of all conditions involving the spine. It is designed 
primarily for immobilization or stabilization of the 
spine from the sacrum to the seventh thoracic vertebra 
and is not intended for the support of the cervical and 
first seven thoracic vertebrae. Lumbosacral fusions 
can be adequately supported by shorter braces, and 
consequently this apparatus is not intended for that 
purpose. I have used this brace for the treatment of 
fractures of the thoracic spine distal to the seventh 
thoracic vertebra, thoracic kyphosis caused by juve- 
nile epiphysitis, rheumatoid spondylitis, and incorrect 
posture. It has been an excellent brace for the treat- 
ment of fractures of the thoracic and upper part of 
the lumbar spine and has been successfully used post- 
operatively for fusions of the thoracic and lumbar 
spines. It has been used to support the spine during 
recovery of patients from poliomyelitis and is par- 
ticularly useful in those instances in which the respira- 
tory musculature is involved, as in bulbar poliomyeli- 
tis. 


Advantages 


This brace has a number of distinct advantages from 
the point of view of patient comfort. The apparatus is 
constructed from measurements taken on a flexible jig, 
and all components are built to conform to the con- 
tours of the patient’s body. Accurate measurements 
can be taken in the hospital or in the doctor's office, 
and rarely are more than minor adjustments necessary 
after the brace has been completed. The brace is light- 
weight, easily adjusted, and may be put on in the 
operating room and adjusted to meet individual re- 
quirements at any given moment (see figure, A). The 
axillary portion of the brace does not extend high 
enough into the axillas to be uncomfortable and 


allows freedom of movement of the upper extremities 
(see figure, B). The lower or pelvic band is form- 
fitted and grips the pelvis in such a manner that the 
brace does not ride up or down when the patient 
moves. The posterior longitudinal bars (see figure, C ) 
are placed 4 in. apart, 2 in. on either side of the spinous 
processes, to allow for a surgical dressing in the event 
that the brace is being used after a spinal fusion. 
Furthermore, placing the longitudinal bars in this way 
decreases pressure over the spine itself and adds con- 
siderably to the patient's comfort. The lack of con- 
stricting bands about the lower part of the chest 
makes the brace a useful appliance both in injuries in 
which there has been damage to the chest wall and 


Modified spine brace. A, anterior view. Chest pieces can be made lower 
and transverse strap can be removed. B, lateral view. C, posterior view. 
Note space between upright bars. 


in conditions in which there is concomitant respiratory 
embarrassment without injury to the patient. For in- 
stance, the brace has been used on a 6-year-old boy 
recovering from bulbar poliomyelitis; it supported the 
spine and shoulders without respiratory interference. 
The absence of over-the-shoulder straps makes this 
brace useful in instances in which there is an injury 
to the shoulders with concomitant injuries to the 
spine. 
Description 

The brace is a singularly uncomplicated appliance. 
It consists of a pelvic band molded to the contours 
of the sacrum and ending immediately beneath the 
anterior superior iliac spine. Thus, the pelvic band fits 
well, does not slide around when the patient moves, 
and becomes a well-stabilized point of fixation for the 
lower portion of the brace. The upper circumferential 
band fits snugly against the upper portion of the back 
and varies considerably in its contours depending 
upon the degree of immobilization required. It ex- 
tends anteriorly beneath the axillas on each side and 
then curves upward to end in a wide flare that con- 
forms to the anterior chest wall in the pectoral region. 
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There are four longitudinal or upright bars; two are 
placed posteriorly 4 in. apart and the remaining two 
lie in the midaxillary line, one on each side. A light 
leather strap connects the two anterior chest pieces to 
prevent separation. 

The circumferential bands and longitudinal bars are 
constructed of no. 24 S. T. Dural. The pelvic band is 1% 
in. wide and made of 18-gauge material. The upper 
circumferential band is 1% in. wide and made of 24- 
gauge Dural, which allows sufficient springing of the 
brace to facilitate its being put on and off. The upright 
bars are made of 24-gauge Dural that is % in. wide. 
All metal parts are padded with horse hair and felt, 
and then covered with elk hide. The lower portion of 
the brace is held in place by a wide abdominal apron 
with four adjustable straps. The metal portion of the 
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brace is riveted together with rivets of stainless steel, 
a deterrent to rust and corrosion. The portion of the 
thoracic band that passes beneath the axillas is heavily 
padded with sponge rubber and covered with elk hide. 


Summary 


A simple but useful spine brace has been developed 
that has a wide range of usefulness and is more com- 
fortable to the patient than previously described 
braces. 

78 State St. 
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COUNCIL ON MENTAL HEALTH 


The following article is the first of a series of planned articles, which will include discus- 
sion of the medical treatment, the physiological aspects, the psychiatric aspects, and the 
sociologic aspects of alcoholism. After publication of the series, it is planned that the articles 
will be combined, along with other material, into a pamphlet on the up-to-date treatment 
of alcoholism as an illness, for the use of medical practitioners generally. It is the belief of 
the Council and the members of its Committee on Alcoholism that much of the recently de- 
veloped information on the most effective methods of treating the problems of alcoholism 
in private practice and in hospital management has not had wide circulation and that, as a 
result of this, many of the patients with this illness are not now receiving the necessary atten- 
tion and treatment that could and should be given them. In view of American medicine's 
recognition of alcoholism as a disease and not as a problem of morals, as related in the 
recently published statement on “Hospitalization of Patients with Alcoholism,” which ap- 
pears in the “Reports of Officers” in THe JourNat, Oct. 20, 1956, page 750, the Council and 
its Committee members believe that an intensive effort is now necessary to provide these 


patients with the proper medical care and consideration they so urgently need. 
The next two articles in the series, as now planned, will be on the physiology of alco- 
holism and on the psychiatric treatment of alcoholism. 


MEDICAL TREATMENT OF 


Ricuarp J. PLunxett, M.D., Secretary. 


ALCOHOLISM 


Marvin A. Block, M.D., Buffalo 


The medical treatment of alcoholism is rapidly 
becoming more important in accomplishing recovery 
for patients with this disease. Because of the fear and 
threat that so many alcoholics feel about any treat- 
ment, a medical approach seems much more ac- 
ceptable. With the general feeling of physical well- 
being, any type of therapy becomes less of a threat 
and the cooperation of the patient becomes much 
more possible. 

It is important, therefore, that the patient be given 
as healthy a physiological basis as is possible before 
any type of therapy is applied. With the newer medi- 
cations at the disposal of the therapist, a medical 
approach can be used with much better results and 
fewer untoward side-effects than with the older types 
of medications. The medical treatment also offers an 
avenue for many more practitioners to treat alcoholics 


Chairman, Committee on Alcoholism. 


than heretofore, because the newer drugs allow for a 
greater feeling of comfort for the patient, without 
the lethargy that former types of therapy had pro- 
duced. He is then also more receptive to other types 
of therapy. 

The practicing physician should be equipped with 
knowledge of the medical treatment of this illness 
when he encounters such a patient. Once this treat- 
ment has produced the desired effects, other types of 
therapy may be employed as indicated. The following 
outline of treatment is intended as a general medical 
approach to the problem and is arranged in such 
order as to fit within the framework of the practicing 
physician’s experience and knowledge of medicine, 
physiology, pharmacology, and psychiatry. Special 
cases and complications may require the aid of experts 
in various specialties, but, for the vast majority of 
such patients, this outline will serve. 
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Acute Alcoholic Intoxication 


The acute state of alcoholic intoxication may occur 
in any individual, be he an alcoholic or not. It repre- 
sents a period of excessive drinking that renders the 
individual unable to function effectively. The intoxica- 
tion may vary in the degree of intensity as well as in 
duration. Reactions to intoxication by alcohol have a 
wide range, depending upon the individual involved. 
There is a general characteristic behavior of acute 
alcoholic intoxication, but, since it varies with the 
reactions of the individual and depends largely upon 
the emotional response to withdrawal of his control, 
all do not react exactly alike. Without his controls, 
the individual will respond to various stimuli affect- 
ing his interpersonal relationships with his family, 
friends, employers, and fellow employees. Such rela- 
tionships without control of emotions and judgment 
may result in severe tragedies and unpleasant conse- 
quences. When such actions are contrary to law, they 
may result in consequences having far-reaching effects. 
When they are contrary to good judgment, as in the 
cise of automobile accidents, physical harm and even 
death may result. 

The objective of the physician with a patient in this 
state of acute alcoholic intoxication is to detoxify him 
as quickly as possible, so that the effect of the alcohol 
no longer obtains. It is useless to attempt further 
remedial measures, such as psychotherapy, while the 
pitient is in the acutely intoxicated stage, since there 
is no judgment present for him to use, nor is there 
sufficient understanding to make an impression when 
he is befuddled. This does not mean, however, that 
recovery during the alcoholic acute stage should not 
be utilized for the purpose of indoctrination. It is 
much more sensible, however, to wait until the pa- 
tient’s mind has cleared and he can understand and 
cooperate with the therapist. 

It does not necessarily follow that psychotherapy 
must only be administered if the patient requests it. 
Such therapy can be administered without the patient 
being aware of it. Many such patients in emerging 
from their alcoholic stupor express an intense desire to 
be returned to the somnolent state. To accede to these 
wishes would only prolong the period of intoxication, 
whether that intoxication then be from the alcohol or 
from sedative drugs administered by the therapist. 
There are times when the patient is acutely active, 
when it is necessary to administer drugs as substi- 
tutes for the alcohol, but these drugs must be given 
judiciously and not necessarily at the patient’s request. 
It must be remembered that alcohol acts as an anes- 
thetic agent, with the same effect as any other 
anesthetic, and the same stages of anesthesia are ex- 
perienced. Both during induction and when the pa- 
tient emerges from the anesthetic, he goes through an 
active phase. With other agents such as nitrous oxide 
or ether, the stage is much shorter than with alcohol. 
Since the stage of activity with alcohol is longer than 
with the other anesthetic agents, it is necessary at 
times to use sedation to keep such activity from getting 
out of control. This stage of activity, when the patient 
is emerging from the acute intoxication of alcohol 
anesthesia, must often be controlled by giving seda- 
tives. 
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Hospitalization 

While it is not always necessary to treat the patient 
with acute alcoholic intoxication in a hospital, there is 
no doubt that this is the best setting for such treat- 
ment. It is of advantage to both the physician and the 
patient to have the hospital accept these patients. It 
is in the hospital that the laboratory procedures so 
often necessary can be carried out quickly and 
thoroughly. Intravenous therapy is readily available. 
Emergency measures are at hand, There is no sub- 
stitute for the general hospital in caring for these 
patients, and anyone with experience in treating 
alcoholics will agree that there is very little difficulty 
with most of them, contrary to the general impression 
of some personnel. Records of hospitals that have 
admitted these patients will confirm the report that 
most of these patients offer no more difficulty than any 
other sick person. On the contrary, the attitude of the 
hospital toward the acutely ill alcoholic patient that 
he is sick and welcome for treatment makes these 
patients more cooperative than many other hospital 
patients. There are exceptions to this rule, of course. 
Patients in delirium or unusually active patients may 
cause some difficulties. However, with the newer 
methods of treatment, these phases can be passed 
through so rapidly that they represent no great prob- 
lem to the hospital or to the physician. Even with 
these patients, no more help is required than with 
the patient recovering from an anesthetic after surgery. 

There are other advantages in having the alcoholic 
patient in a hospital during the acute phase. All too 
frequently, the family of the alcoholic is in an un- 
favorable emotional state during the patient's intoxica- 
tion. They do not know how to cope with the situation 
or how to react to the alcoholic’s strange behavior. 
Some, with the best of intentions, continue to give 
alcohol to the alcoholic. Others, in an attempt to stop 
his drinking, get into difficulties with the patient suf- 
fering emotional reactions resulting from abstinence. 
In other instances the living conditions and environ- 
ment of the alcoholic may be the specific cause for 
his going on his binge, and in this environment he 
continues to be irritated and continues his drinking. 
Removing him from such irritating surroundings is 
at least one way of helping him refrain from drinking. 
His presence in the hospital enables the physician to 
carry on with the laboratory procedures, to change 
medications without difficulty, to try many ap- 
proaches, and in other ways to control the situation 
more accurately. From the point of view of the hospi- 
tal, especially the teaching hospital, it gives the house 
staff and the nurses an opportunity to deal with these 
patients and to learn the various ways in which they 
may react. It prepares the members of the resident 
staff for the care of this type of patient after they leave 
their hospital training. None of this must imply that 
hospitalization is an absolute necessity for most of 
these patients. With the proper environment in the 
home, with the proper people to care for the patient, 
and with the necessary medication, the same type of 
therapy can be carried on elsewhere. Some nursing 
homes are well equipped for this, but for the most 
part they are not the ideal place to care for the acutely 
ill alcoholic patient. 
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Evaluation of the Patient’s Condition 


As with any other sick person, the first step in 
therapy is a complete physical examination and eval- 
uation of the patient’s condition. The smell of alcohol 
on the breath does not necessarily mean that the 
apparently intoxicated individual is, in reality, in a 
state of acute alcoholic intoxication. Other types of 
poison, head injuries, or other concomitant consti- 
tutional diseases may render the patient unconscious, 
and this type of illness must be ruled out before the 
patient can be said to have acute alcoholic intoxica- 
tion. The smell of alcohol on the breath is not neces- 
sarily conclusive. It is here that laboratory procedures 
and x-rays can be of great value. Hemiplegia, diabetes, 
insulin shock, concussion, and many other such ill- 
nesses might give the appearance of acute alcoholic 
intoxication if the patient with such a condition has 
been drinking. In reality there may be but little alco- 
hol present, even though the breath carries the smell, 
and the unconsciousness may be due to another seri- 
ous physical condition. Complete physical and labora- 
tory procedures will determine the presence or 
absence of such concomitant conditions. Blood con- 
centration tests for alcohol can be very valuable, 
where there is grave doubt, but will only determine 
the depth of the alcoholic intoxication. They will not 
necessarily rule out any additional physical factor. 

In most cases of prolonged drinking, dehydration 
exists. This can be corrected by reestablishing fluid 
balance. The addition of saline solution and dextrose 
or fructose will help meet this emergency. Where defi- 
ciencies of diet have existed over periods of time, this 
condition also must be corrected. Nutritional elements 
and fluids taken orally preclude the necessity for fur- 
ther measures in this respect. However, when there is 
considerable vomiting, the dehydration is usually acute 
and there is a lack of nutritional as well as mineral 
elements. Such defections can be corrected by intra- 
venous therapy, which is easily administered. A saline 
solution containing 5% of dextrose may be adminis- 
tered in 1,000-to-2,000-cc. doses in the course of 12 
to 24 hours. This can be repeated every day for three 
days, if necessary. The addition of an ampul of vitamin 
B complex and ascorbic acid insures an adequate sup- 
ply of these supplements and will provide the neces- 
sary balance of mineral and vitamin content. 

Among other agents used in cases of acute intoxica- 
tion, many therapists believe that insulin accelerates 
the metabolism of alcohol in the body. To accomplish 
this, 20 to 45 units of regular insulin may be added to 
the saline solution for intravenous administration. 
Before administration, however, it is wise to obtain 
a determination of a blood sugar level to make sure 
that the insulin is not given during a hypoglycemic 
state. Medicaments employed in acute alcohol intoxi- 
cation are best classified by the response of the pre- 
senting symptoms to their administration. 

Drugs That Stimulate the Central Nervous System 

and Counteract Depression 

When the patient is extremely drowsy and somnolent 
or severely depressed as a result of excessive ingestion 
of alcohol, such effects can be counteracted by the 
administration of caffeine and sodium _ benzoate, 
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dextro amphetamine (Dexedrine), or amphetamine 
(Benzedrine ). Another drug that has the same effect 
and that will counteract such depression and stimulate 
the central nervous system is methylphenidate 
(Ritalin) hydrochloride. This medicament, given in 
dosage of 10 mg., has been found advantageous in 
counteracting severe depression and somnolence. Still 
another drug used for the same purpose is pipradrol 
(Meratran) hydrochloride [alpha-(2-piperidyl) ben- 
zhydrol hydrochloride]. The dosage of this drug is 
2 to 25 mg. daily, depending upon the severity of 
the narcolepsy or depression.’ In severe hypotension, 
ephedrine may be administered subcutaneously, in- 
tramuscularly, or intravenously. For patients in the 
very severely depressed stage, some therapists have 
advocated the use of pentylenetetrazol (Metrazol), 
1 ce. given directly into the vein. This should be 
used with caution, as large doses may cause convul- 
sions. These analeptic agents are of value only when 
the patient is so depressed that he cannot be aroused 
or if the pulse is markedly reduced in rate or quality. 
In most cases where there is mild stupor present, if 
the pulse and respiration are within normal limits, 
the patient will usually rouse from his stupor after 
the alcohol is metabolized, without the necessity for 
using additional drugs. 


Drugs That Depress the Central Nervous System 


In treating presenting symptoms such as excita- 
bility, restlessness, nausea, vomiting, and hyperactivity, 
measures are sometimes necessary that will control 
the patient and enable treatment to continue. Al- 
though to some extent in the past the use of adrenal 
cortex extract and the steroids has simplified the 
control of the acutely ill and hyperactive alcoholic, 
the recent advent of the tranquilizing drugs has 
been of tremendous value in treatment of this stage 
of the illness. 

Tranquilizing Drugs.—The use of these tranquiliz- 
ing drugs has all but revolutionized the treatment of 
the acute alcoholic stage. Such drugs as reserpine, 
chlorpromazine, meprobamate, and promazine hydro- 
chloride have proved of immense value in treating 
the acutely intoxicated patient. The patient not only 
is given a sense of comfort that enables him to sleep 
but is also relieved of his nausea and is able to eat 
much earlier than heretofore. Chlorpromazine is com- 
paratively rapid in its action and can be given intra- 
venously, intrimuscularly, or orally in doses ranging 
from 25 to 100 mg. every four hours.* Dosage will 
depend upon the patient’s reaction to the drug. Larger 
doses are required with some patients than with 
others. The potentiating characteristics of chlorproma- 
zine must be borne in mind, since the drug increases 
the sedative effect of the alcohol itself as well as any 
other sedative drugs that may be given. In most 
cases, however, no further sedation is required other 
than administration of chlorpromazine. 

Reserpine, which acts more slowly than chlorproma- 
zine, is usually given in doses of 0.25 mg. to as high 
as 1 mg. every four hours.* Although its action is 
slower than that of chlorpromazine, the effect of the 
drug apparently lasts longer. It is well to watch the 
hypotensive action of this drug when it is admin- 
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istered, although, in patients with normal blood pres- 
sure levels, it rarely has such an effect. Chlorproma- 
zine, on the other hand, particularly when injected 
intramuscularly, will often give a rather severe hypo- 
tensive effect within the first 30 minutes. This possible 
effect must be watched closely and the patient placed 
in a supine position to overcome such effect. Reserpine 
is the refined alkaloid of Rauwolfia serpentina, but the 
crude drug is also very effective in the treatment of 
alcoholics. It acts more slowly than reserpine, but its 
action may last longer. Its tranquilizing effect takes 
longer to produce, but the patient can be kept on a 
regimen of smaller doses over longer periods of time. 

Meprobamate (2 methyl-2-n-propyl-1, 3 propanediol 
dicarbamate), commercially known as Miltown or 
Equanil, has also been used effectively as a tranquili- 
zer for alcoholics.* It also has a decidedly tranquilizing 
effect upon the patient, reducing the tension and 
allaying some of the anxieties so common in the 
alcoholic. It is related to mephenesin (Tolserol), 
formerly used by many for the treatment of alcohol- 
ism. This will be discussed later. Doses of meproba- 
mate vary from 500 mg. given once or twice daily 
to the same amount given four times a day. For 
maintenance therapy, dosages are usually smaller. 
Once the condition is stabilized, it can be maintained 
indefinitely on therapy with a smaller amount of this 
drug. 

An additional tranquilizing drug, promazine hydro- 
chloride, commercially known as Sparine,’ is also 
very valuable in the treatment of alcoholism. It is 
given in doses varying from 25 to 200 mg. three or 
four times a day, depending upon the reaction of the 
patient to this drug. It can be given intravenously, 
intramuscularly, or orally and has been found to be 
valuable in the more acutely disturbed patient, bring- 
ing about quick sedation and tranquil sleep. The 
patients awaken refreshed and with a good appetite. 

All of the tranquilizing drugs have some beneficial 
effect. They produce relaxation without sleep. Their 
value lies in reducing tension and in allowing the 
patient to remain aware of his surroundings and 
available for psychotherapy. There have been some 
reports made of habituation to these drugs. However, 
such danger can be minimized by changing the drug 
at frequent intervals. There are some patients, how- 
ever, who apparently become habituated to anything 
prescribed. Even placebos seem to offer such oppor- 
tunities for these patients. 

One must always look for the side-effects of these 
tranquilizing drugs. Chlorpromazine has been known 
to cause severe jaundice, and, in many cases, severe 
dermatitis of the allergic type. This can be counter- 
acted by the administration of an adequate antihis- 
taminic such as diphenhydramine (Benadryl) hydro- 
chloride, 50 mg. three times a day. The two drugs can 
be given concomitantly to avoid this possibility. The 
latter antihistaminic is in itself somewhat hypnotic 
and sedative in action. The combination, therefore, 
with the chlorpromazine produces adequate rest as 
well as tranquilization. The most common side-effect 
of the administration of Rauwolfia serpentina or reser- 
pine is a congestion of the nasal passages and mucous 
membranes. This also can be counteracted by the 
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administration of an antihistaminic. So far there have 
been no great untoward reactions reported on the 
use of meprobamate or promazine hydrochloride. 
With promazine hydrochloride, one case of agranulo- 
cytosis has been reported but, on the basis of investi- 
gation, might be considered questionable.* Although 
for the most part barbiturates are not recommended 
for the treatment of the alcoholic, mephobarbital 
(Mebaral) has been recommended by some as an 
efficient sedative. 

Many physicians treating alcoholics use these tran- 
quilizing drugs to the exclusion of all other sedation 
and have obtained good results with this type of 
therapy. Even with patients in delirium tremens and 
extreme hyperactivity, these drugs have been used 
very effectively, although larger doses may be neces- 
sary. 

Adrenal Cortex Extract.—For a long time, the use of 
the aqueous solution of adrenal cortex extract was 
popular.’ This was administered on the theory that 
the glucose metabolism of the body was altered in the 
alcoholic and that depleted glycogen stores could be 
restored to normal by administration of adrenal cor- 
tex extract. It was believed by most that the adrenal 
cortex exhaustion in alcoholics results from continued 
emotional disturbances and produces upsets in the 
glucose metabolism. The adrenal cortex extract solu- 
tion is still used intravenously by many and has been 
found of great help. The dosage varies from 10 to 
30 cc. in 1,000 cc. of saline solution injected over 
a period of several hours. Where the adrenals seem 
to be exhausted to a greater extent and the reaction 
is more severe, from 10 to 20 cc. of the aqueous 
solution may be administered directly into the vein. 
It has been found to produce a very quieting effect on 
the patient, to reduce his anxiety, and to induce a 
tranquil sleep. Where the patient is extremely tremu- 
lous, from 10 to 50 cc. of mephenesin aqueous solution 
may be added. Although the relief from the tremors 
in these cases is temporary, it does help the agitated 
patient. 

Paraldehyde.—Another drug that has enjoyed great 
popularity for many years among many practitioners 
is paraldehyde. This has long been a favorite for the 
treatment of the acute phase of alcoholism. However, 
it is little more than an effective hypnotic and renders 
the patient sleepy and drowsy even after awakening. 
Dosages vary from 5 to 25 cc. orally or 10 to 15 ce. 
intramuscularly, depending upon the size of the pa- 
tient. When given intramuscularly, great care must 
be exercised in seeing that the drug is administered 
deeply into the muscle, since deposits of this drug 
more superficially will result in necrosis of the tissue. 
Paraldehyde has definite drawbacks, in that it is 
habituating to a great extent, and many alcoholics 
who have been through the acute phase on numerous 
occasions will request the drug when entering the 
hospital. The odor prevalent in the elimination by the 
lungs renders it unpopular on many occasions. When 
there is a wish to combine this drug with some of the 
tranquilizing drugs such as chlorpromazine, it must 
always be remembered that the chlorpromazine has 
a potentiating effect on the sedative, necessitating but 
a fraction of the ordinary dose of paraldehyde. 
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Chloral Hydrate.—Another old favorite used for 
many years is chloral hydrate. This also has a good 
sedative and hypnotic effect, but again is one of the 
drugs that causes the patient to become habituated. 
The only advantage of this drug to the patient is that 
it renders him sleepy and drowsy. It cannot compare 
in desirable effects to the newer drugs. 

Barbiturates.—Barbiturates such as phenobarbital, 
pentobarbital (Nembutal), amobarbital (Amytal), 
thiopental (Pentothal), secobarbital (Seconal), and 
many others of this group have been used by many. 
Today, however, the consensus is that these drugs are 
neither necessary nor desirable in the treatment of 
the alcoholic. The habituating properties of these 
drugs will often lead the addictive alcoholic to switch 
to barbiturates from his alcohol for relief. This habit- 
forming property will sometimes render the alcoholic 
a much more complex problem than he was before 
beginning the use of such drugs. Some therapists 
contend that mephobarbital, of the barbiturate 
family, is not as prone to cause habituation as some 
of the others of that group. However, it is generally 
felt that the avoidance of barbiturates entirely will 
in no way deprive the alcoholic and will prevent the 
possibility of his becoming more involved with addic- 
tion. Where sleep is essential and the desired hypnosis 
is not produced by the drugs of the tranquilizing 
group, the use of glutethimide (Doriden) in doses of 
0.5 gm. or 1 gm. will often produce the desired effect. 
This drug seems to lack the addicting qualities of 
barbiturates, has no great toxic effect in large doses, 
and does help produce good sleep when necessary. 
Upon awakening, there is no hangover effect. Day- 
time sedation can be produced by smaller doses of 
the same drug. One valuable asset in the use of this 
drug is its low toxic properties. Ethchlorvynol 
(Placidyl) and methyprylon (Noludar) have also 
been used for this purpose by many therapists, with 
good results. 


Drugs That Relax the Muscle System 


Mephenesin and mephenesin carbamate (Tolseram ) 
have been recommended for relaxing the muscle 
system. Although there have been reports of success 
with these drugs," oral administration has generally 
not produced the desired results. However, in the 
severely agitated patient with marked tremor, intra- 
venously given doses of the aqueous solution of 
mephenesin varying from 25 to 50 cc. injected slowly 
have caused dramatic reduction in the tremors. In 
administering this drug intravenously, it is important 
to watch for the occurrence of nystagmus, the appear- 
ance of which should indicate cessation of administra- 
tion. Although the tremors will disappear completely 
under such medication, the effect of the drug does 
not seem to last very long, and within a short time 
the tremors will return. The drug is of value, however, 
in terminating these coarse tremors when the patient 
seems unusually agitated. Large doses of the drug 
administered orally sometimes cause gastric distress 
and for this reason must often be discontinued. The 
relationship of mephenesin and the tranquilizer 
meprobamate may account for the success of the 
latter with disturbed alcoholics.° 
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Zoxazolamine (2-amino-5-chlorobenzoxazole), known 
commercially as Flexin, is one of the more recent 
products recommended for relaxing muscle tension. 
It has been found to be of some help in such condi- 
tions, particularly in those patients with coarse 
tremors. Its value can be enhanced by combining it 
with one of the tranquilizing drugs referred to pre- 
viously. Hydroxyzine (Atarax), a recent product of 
the tranquilizing group, has been recommended for 
the purpose of alleviating the tension-anxiety states 
of alcoholics. Sufficient reports have not been made to 
date for effective evaluation. Another drug that may 
be used for the control of convulsions, especially in 
an emergency and with very severe tremors, is curare. 
This also may be administered intravenously. It must 
be borne in mind, however, that paralysis of the mus- 
cles or respiration may follow such use, and great 
caution must be exerted if the drug is used at all. A 
respiration apparatus should always be at hand if this 
drug is employed. 


Glandular and Hormonal Products 


The use of the aqueous solution of adrenal cortex 
extract has been referred to previously. It is helpful 
in the acute phase, as described. In severely anxious 
patients and extreme tension situations, this might be 
introduced intravenously or intramuscularly with some 
quieting results and relief from tension.’ However, 
the value of this drug in prolonged cases is question- 
able. Adrenocorticotropic hormone, however, or corti- 
cotropin (ACTH), is of value in the treatment of 
delirium tremens; 25 mg. may be given every six 
hours until six doses have been administered. In many 
cases this will bring the patient out of his delirium 
within a very short time. When the patient is receiv- 
ing intravenous therapy, the 25-mg. dose of corti- 
cotropin may be introduced into the intravenous 
solution periodically until six doses have been ad- 
ministered.’° 

The alcoholic patient is often found to have some 
thyroid dysfunction. Where such a condition is sus- 
pected, it is recommended that the basal metabolism 
rate alone not be relied on for the measurement of 
the thyroid function. The radioactive uptake test is 
much more reliable for such evaluation and gives a 
greater indication of thyroid activity than any test 
heretofore used. The range of thyroid activity in the 
alcoholic patient is neither greater nor less than that 
of the nonalcoholic, and the treatment of his case of 
abnormal thyroid activity can be managed in the same 
way as with other thyroid patients. Depending on 
the thyroid activity and the hyperthyroidism, 
propylthiouracil may be given in 50-mg. doses three 
times a day, or increased as the case indicates. In the 
case of hypothyroidism, thyroid extract is prescribed 
in the same way as with nonalcoholic patients. It has 
been found that the correction of thyroid dysfunction 
in alcoholics has resulted in most cases in immediate 
improvement in the problem of alcoholism. There is 
no doubt that, in many of such cases, the activity of 
the thyroid plays an important role and may be the 
cause of excessive drinking in some patients. Never- 
theless, correction of the thyroid condition in these 
patients does not seem to alter their tolerance for 
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drinking, and, as with other alcoholic patients, they 
cannot drink with impunity, even though the thyroid 
condition has been corrected. 


Other Considerations in Treatment of 
Acute Alcoholic Intoxication 


The dietary regimen of the alcoholic patient in his 
chronic stage seems to have very little effect on the 
drinking pattern or on his desire or absence of desire 
to drink. On general principles, a high-carbohydrate, 
high-protein, and low-fat diet seems to be of the great- 
est value, with a full complement of vitamin and 
mineral factors. Most patients do not require any spe- 
cial diet, except that of the well-balanced regimen 
that would be recommended for any normal individ- 
ual. After the immediate recovery from the acute 
phase, however, the high-carbohydrate, high-protein, 
and low-fat diet with adequate vitamins and minerals 
is recommended. 

Another phase of the acute alcoholic intoxication 
that might be considered a complicating factor is the 
comatose state. The patient in coma represents the 
usual problem of differentiation between the coma 
due to alcohol and that caused by other conditions. 
A complete physical examination is of the utmost 
importance. Blood and urine studies must be made 
and differentiation from brain injury, diabetic coma, 
insulin shock, or cerebral hemorrhage must be made. 
A blood level of 0.2 to 0.25% or above should be 
present before the patient is considered to be in 
alcoholic coma, but the presence of such a level does 
not necessarily mean that the coma is due to alcohol 
alone. Other possible causes must be ruled out. 
When it is ascertained that there are no other condi- 
tions present, stomach lavage may be done to remove 
whatever remaining alcohol may be in the stomach. 
Dextrose, saline solution, and insulin may be adminis- 
tered intravenously to metabolize the alcohol, and 
caffeine and sodium benzoate may be given intra- 
muscularly or intravenously to overcome the comatose 
state. Where pressure on the brain due to edema is 
suspected, 50% solution of dextrose may be adminis- 
tered intravenously in 25-to-50-cc. doses. As the pa- 
tient regains consciousness, treatment for the acute 
alcoholism may be instituted. Indications of respiratory 
failure must be looked for and the possibility of in- 
fection of the lungs during this period must be con- 
sidered. If other causes of coma have been eliminated 
and the respirations and pulse seem to be satisfactory, 
the natural metabolism of the alcohol by the physiolo- 
gical processes will eventually reduce the concentra- 
tion in the blood and the patient will regain con- 
sciousness, even though no special treatment is 
instituted. However, during this time, the patient 
should be closely watched for change in his condition 
and treatment should be symptomatic. 

Convulsions after several days of abstinence repre- 
sent another acute problem of alcoholism. The con- 
vulsions are epileptiform in character, and a careful 
history should be taken to rule out the possibility of 
epilepsy. As with any form of seizure, care should be 
taken to protect the patient from injuring himself by 
biting his tongue or otherwise causing injury by falling 
or striking sharp objects. Electroencephalograms are 


COUNCIL ON MENTAL HEALTH 1615 


of value in differentiating these convulsions from true 
epilepsy. Diphenylhydantoin (Dilantin) sodium in 
1% grain (0.1 gm.) doses three times daily may be 
given orally where possibility of convulsions is sus- 
pected. During the convulsion, if necessary, thiopen- 
tal sodium or the aqueous solution of mephenesin may 
be given intravenously. For control of the convulsions, 
the diphenylhydantoin may be prescribed as indicated. 
Chlorpromazine in large doses has also been success- 
fully used in controlling these convulsions. With the 
recidivist, it is always wise to determine the authentic- 
ity of the convulsive seizure. Experience indicates that 
many recidivists, wise in hospital procedures, will sim- 
ulate convulsive seizures in order to obtain sedative 
drugs from which they have been withdrawn. 


Treatment of the Alcoholic Not in the Acute Stage 


There have been many recommendations for treat- 
ing the alcoholic not in the acute stage, in an effort to 
prevent him from drinking. There is little doubt that 
psychotherapy is indicated here. However, it is not 
always a simple matter to have the patient submit 
himself to such therapy. Some feel that the alcoholic 
is the victim of some metabolic disease that can be 
treated on a dietary regimen. This, however, has never 
been satisfactorily proved, although there have been 
claims made of such recoveries. Although my experi- 
ence has been that diet alone does not remove from 
the alcoholic patient his desire to drink, there is no 
doubt that a feeling of well-being and a healthy phy- 
sique will make any patient feel better. A sense of 
well-being, unfortunately, is something that most al- 
coholics do not have, but are continually trying to 
achieve. It is this lack of comfort that often causes 
them to seek in alcohol a relief from their tensions. 
A well-balanced diet contributes, therefore, as an ad- 
junct to the general physical well-being. 

Some have suspected hormonal dysfunction to be 
the cause of alcoholism. It is possible that glandular 
abnormality may contribute to a patient’s discomfort. 
However, since alcoholism occurs so frequently where 
there is no evidence of such glandular disturbance, it 
cannot be considered the cause of alcoholism. Where 
such abnormal conditions exist, they must be corrected 
as part of the general treatment, since any disturbance 
in function might contribute to the discomfort of the 
patient. It is recognized that the endocrine glands are 
closely associated with the emotional life of the indi- 
vidual, but a single hormone or group of hormones 
has not as yet been found to be responsible for alco- 
holism. A general feeling of well-being is desirable 
for any patient. It is important, therefore, that the 
endocrine system be studied and brought to normal 
functioning. It is equally desirable to have the diet 
regulated so that here also there should be no lack in 
the necessary elements. When all of these factors are 
evaluated and corrected, and good physical health for 
the patient is attained, any other adverse factors, psy- 
chological or emotional, are much more easily handled. 
The chances of improving psychological behavior are 
much greater when the patient feels physically fit. 

Psychotherapy is of tremendous value in the long- 
term approach to the basic problem of the alcoholic 
and his emotional stability. However, where such psy- 
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chotherapy is necessary, the problem that confronts 
the therapist is to keep the patient from resorting to 
alcohol during such period of therapy. Chlorpro- 
mazine, reserpine, Rauwolfia serpentina, meproba- 
mate, and promazine hydrochloride all can be used 
for this purpose. The characteristics of these drugs 
have been described previously, and they may be used 
during this period of rehabilitation as indicated. Dos- 
ages vary and of course are much smaller than when 
used during the acute phase of the illness. Patients 
will react differently to these various drugs, and the 
medicaments can be used most effectively by adapting 
the therapy to that which suits the individual patient 
best. It is sometimes of great advantage to use com- 
binations of these drugs, depending upon the effect on 
the patient. However, there is a percentage of patients 
who find it difficult to refrain from alcohol even with 
these tranquilizing medications. With this type of 
patient, disulfiram is a valuable adjunct. 


Disulfiram Therapy 


Disulfiram [bis (diethylthiocarbamyl) disulfide], 
known as TETD or Antabuse, is a drug designed to 
keep the alcoholic from drinking. Ingestion of alcohol 
while under this therapy results in an episode of 
severe and intense illness, which is so disquieting that 
knowledge of such a reaction acts as an excellent 
deterrent. Disulfiram itself has very little effect upon 
the body. Some patients might complain of fatigue, a 
slight loss of sex potency, an occasional skin allergy, 
some headache, some malaise, but generally speaking 
it is tolerated without any difficulty. Occasionally it 
causes gastric distress. With the ingestion of the slight- 
est amount of alcohol, however, a succession of symp- 
toms occurs that causes extreme discomfort.'’ Within 
a few minutes of alcohol ingestion, there is a flushing 
of the face that extends down over the neck and chest 
and becomes deeper and deeper until the skin is bright 
red. There is a sensation of great heat in the area, 
followed by a pounding headache that becomes very 
severe. The blood pressure rises suddenly with this 
headache, but within a few minutes there occurs a 
precipitous drop in the blood pressure, giving the 
patient a sense of faintness and nausea, sometimes 
followed by violent vomiting. The patient may break 
into a cold sweat and often complains of extreme pain 
in the precordium, simulating a coronary heart attack. 
The discomfort is very severe and may last from one 
to two or even four hours, depending upon the amount 
of disulfiram and alcohol that has been ingested. The 
patient subsequently falls into a deep sleep, which 
may last for several hours. 

When this drug was first used, it was thought neces- 
sary that it be administered in a hospital setting. After 
the patient recovered from the acute intoxication di- 
sulfiram was given and the patient subjected to the al- 
cohol test. He was given 0.5 oz. of whisky and allowed 
to experience the sensations described. In this way he 
learned what would happen should he drink alcohol 
while under disulfiram therapy. For some time now, it 
has been thought unnecessary to subject the patient 
to this experience. The mere description of what will 
happen is sufficient for the average patient to under- 
stand the risks involved in drinking alcohol while 
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taking this drug. Where doubt does exist and the 
patient decides to experiment, only a small amount of 
alcohol is sufficient to convince him of the effect of 
disulfiram. It is necessary, however, for the therapist 
to describe accurately to the patient the risks involved 
and what will happen, so that there will be no doubt 
in his mind that drinking alcohol will result in serious 
consequences. In addition, he is given a card to carry 
with him, identifying the patient and his physician, 
explaining that he is under disulfiram therapy and 
that no alcohol should be administered should he be 
found in an unconscious state. The description of this 
procedure is by far, in most cases, sufficient to con- 
vince the patient of the seriousness of this type of 
treatment. 

In those cases where the patient does take alcohol 
while under disulfiram therapy, it is well to know the 
antidotes that can be used. Recommended measures 
are putting the patient in shock position and injecting 
ascorbic acid intravenously. If the patient is uncon- 
scious, caffeine and sodium benzoate may be admin- 
istered intramuscularly. Dextrose and saline infusions 
are also recommended, as well as plasma, and oxygen 
when indicated. A good antihistaminic may be ad- 
ministered intramuscularly or intravenously, and di- 
phenhydramine (Benadryl) hydrochloride has been 
used this way effectively. Another method of counter- 
acting the effects of the disulfiram-alcohol reaction is 
the administration of chlorpromazine intramuscularly 
in 50-to-100-mg. doses. This usually induces a calming 
sleep, and the patient will awaken refreshed without 
the untoward effects that the reaction usually gives. 

Contraindications to disulfiram therapy have been 
noted. They are cases of severe heart disease, includ- 
ing coronary heart disease, cirrhosis of the liver, epi- 
lepsy, drug addiction, psychoses, kidney disease, dia- 
betes, pregnancy, and asthma. Some therapists have 
used this type of treatment with all of these types of 
cases without too much diffculty. However, unusual 
caution must be observed when doing so. 

One of the risks in the use of disulfiram therapy is 
the possible occurrence of a psychosis. It was thought 
that psychoses occurring while this drug was being used 
were due to the toxicity of the drug itself. However, 
now it is believed that it is not the drug but the in- 
ability of the patient to escape into his alcoholic 
oblivion as an outlet for his emotional instability that 
precipitates the psychotic episode. It has been found 
that, with further psychotherapy, these patients have 
been able to take disulfiram again without having any 
psychotic reaction, even though the dose of disulfiram 
was exactly the same as before their psychotic epi- 
sodes. It is wise, therefore, that a psychiatric evalua- 
tion be done on the patient before giving disulfiram 
therapy if severe mental involvement is suspected. 

The reaction to alcohol of the patient taking disul- 
firam is due to the increase of the acetaldehyde con- 
tent in the blood. In the metabolic breakdown of 
alcohol into acetaldehyde, acetic acid, carbon dioxide, 
and water, this process is arrested at the acetaldehyde 
stage by its contact with disulfiram and the subsequent 
chemical and enzyme reactions. Since acetaldehyde is 
a very severely toxic agent, the results that follow 
ingestion of alcohol are due to the increased acet- 
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aldehyde concentration in the blood. The same symp- 
toms can be produced by injecting acetaldehyde 
intravenously. 

Disulfiram has other uses that have proved of value 
in the treatment of the alcoholic patient. Its orig- 
inal purpose guarantees a period of abstinence long 
enough for practicing psychotherapy. It can, however, 
also be used to determine the degree of sincerity that 
the patient manifests in his willingness to cooperate. 
After discussing the effects of alcohol ingestion while 
under disulfiram therapy and the length of time the 
influence of disulfiram exists in the body, which may 
be from 24 to 72 hours—in rare instances as long as a 
week—a disulfiram tablet may be offered the patient. 
If he swallows it without hesitation, it would be in- 
dicative of his motivation and incentive toward ab- 
stinence. However, if he demurs, refuses, delays, or in 
any other way resists taking the pill, it is assurance 
that he still has many reservations about following 
through with the rest of his program. The greatest 
value to the patient on disulfiram therapy is the revela- 
tion that he can live without drinking. Very often after 
long periods of abstinence he can appreciate how 
much he has proved this fact to himself. 

More recently, citrated calcium carbimide has been 
reported to be useful as a substitute for disulfiram. It 
has somewhat the same effects, but is said to be de- 
void of undesirable side-effects sometimes encountered 
with disulfiram—gastric distress, drowsiness, and others 
noted previously.** 


Conditioned Response Therapy 


The conditioned response treatment is based upon 
the theory that the individual patient can be trained 
to a certain emotional reaction under certain defined 
situations. This method of therapy has been employed 
in many areas and reports indicate variable success. 
In the hands of some therapists, patients respond well 
to this type of therapy. With others, the success has 
been questionable. The treatment is carried out by ad- 
ministering to the patient a dose of alcohol to which 
there has been added some type of emetic, emetine or 
ipecac. Under controlled conditions, the patient is 
given the dose of treated alcohol and the ingestion is 
followed by severe retching and vomiting for some 
time.'* The administration is repeated on several oc- 
casions. The theory is that, after a number of such 
experiences, the patient will automatically refrain from 
drinking alcohol for fear of the consequences. Some 
therapists have substituted the injection of apomor- 
phine simultaneously with the ingestion of alcohol. 
This type of therapy must be carried out under con- 
trolled circumstances in order to establish the con- 
ditioned response. The treatment is usually carried out 
in an institution where the patient can be watched 
carefully over a given period of time and the admin- 
istration controlled with a maximum of environmental 
influence. 


Complications of Chronic Alcoholism 


Hallucinosis.—Hallucinosis is characterized by audi- 
tory or visual hallucinations, usually auditory. It usu- 
ally occurs after the patient has been detoxified. The 
hallucinations are less severe than with delirium tre- 
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mens. Differentiation from delirium tremens is im- 
portant and can usually be determined by the 
orientation that is present with hallucinosis and absent 
with delirium tremens. Sedation with the tranquilizing 
drugs until the phase of hallucinosis is passed is the 
treatment of choice. However, corticotropin in 25-mg. 
doses given intramuscularly or intravenously every 
four hours for six doses has proved effective. The panic 
and fear associated with delirium tremens is usually 
not present with this complication. 

Recently, azacyclonol (Frenquel) hydrochloride in 
doses of 20 mg. three or four times a day has 
also been used for this complication. It is specifical- 
ly valuable for hallucinosis and has been found very 
effective. 

Delirium Tremens.—Delirium tremens is fairly com- 
mon and occurs after prolonged drinking. It may also 
occur upon withdrawal of alcohol after prolonged 
drinking. The characteristics of this condition are in- 
tense excitement, delirium, and coarse tremors. It 
may be accompanied by convulsions of the grand 
mal type. Present also is marked confusion with dis- 
orientation, which differentiates this condition from 
hallucinosis. Both auditory and visual hallucinations 
are present as a rule. These hallucinations are ex- 
tremely vivid and often take the form of animals all 
over the room and the patient. Bizarre combinations 
of animal bodies and human heads and vice versa 
are present. Physical findings usually include dilated 
pupils, flushed skin, subnormal temperatures (unless 
intercurrent infection is present), and profuse sweat- 
ing. Minute petechial hemorrhages of the brain may 
occur during this stage and often give rise to per- 
sistent tremors. 

Treatment consists of the measures used for pa- 
tients in the acute alcoholic state. The tranquilizing 
drugs have been recommended by many therapists 
and chlorpromazine and promazine have both been 
used to advantage.'* These can be given intramus- 
cularly or intravenously, but in my experience I have 
found it advantageous to combine them with other 
sedative drugs when the excitement in the patient 
is great. Administration of corticotropin in 25-mg. 
doses at four-hour intervals has also helped in bring- 
ing about more rapid recovery. This can be given 
intramuscularly or intravenously in the dextrose and 
saline solution.'® After recovery from the acute de- 
lirium, the treatment is continued as in other stages 
of alcoholism. 

Acute Gastritis and Enteritis.—This complication is 
usually due to chemical irritation of the mucous mem- 
brane of the gastrointestinal tract. Mental distress, 
anxiety, and frustration are usually associated with 
this irritation. Withdrawal of the alcohol will relieve 
the symptoms, as will gastric sedatives and bland diet. 
Drugs used in the usual gastrointestinal cases to re- 
duce motility and soothe the inflamed membranes 
will also aid in this condition. The use of chlorpro- 
mazine and promazine hydrochloride for this condi- 
tion will often allay the nausea and vomiting that 
accompany the irritation of the digestive tract mem- 
branes. However, it is often necessary to apply psycho- 
therapy also in many such cases to help relieve the 
symptoms. 
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Varices of the Esophagus and Cardiac End of the 
Stomach.—This condition probably occurs much more 
commonly than is suspected. Its danger lies in the 
possibility of hemorrhage. Such signs as vomiting of 
blood, tarry stools, signs of shock, pallor, low blood 
cell count, or low blood pressure and other obvious 
evidences of acute hemorrhage must be borne in mind. 
At the first indication of such signs, immediate treat- 
ment should be instituted. The general regimen for 
acute hemorrhage anywhere may be used here, in- 
cluding complete sedation and quiet for the patient. 
Intravenous infusions of saline solution may be neces- 
sary, as well as transfusion if indicated. Where the 
hemorrhage continues, use of the Sengstaken or the 
Patton tube may be indicated. This tube is passed into 
the stomach and the bulb is inflated to 20 to 30 mm. 
Hg. The tube is left in place for 20 to 48 hours before 
deflation. After deflation of the tube, the patient 
should be observed for 12 hours to make sure that 
there is no recurrence of the hemorrhage. If no bleed- 
ing occurs, the tube may then be removed. 

Cirrhosis of the Liver.—Cirrhosis of the liver is one 
of the very common complications of chronic alco- 
holism. While it is now recognized that cirrhosis of the 
liver is not due to the action of the alcohol itself, it is 
nevertheless one of the sequelae associated with 
chronic alcoholism. It has now been established that 
alcoholism is not the only cause of cirrhosis of the 
liver but that other conditions, which would be respon- 
sible for the lack of proper vitamins and minerals in 
the diet as well as necessary nutritional elements, are 
the basic cause of this disease. The liver has proved 
to be a very handy organ and can be subjected to a 
great deal of abuse before the condition becomes ir- 
reversible. Administration of the necessary vitamins 
and minerals and an adequate diet will usually result 
in the recovery of the liver to its normal function. 
However, in extreme cases and in cirrhosis of long 
duration, the destruction may be so severe that com- 
plete recovery is impossible. Proper diet, administra- 
tion of vitamins and minerals, and in some cases 
injection of liver extract will help support the diseased 
organ. In some cases, surgery has been resorted to in 
order to establish increased circulation to the liver in 
an effort to relieve the portal system. However, in 
most cases, supportive treatment will be sufficient to 
correct this condition. 

Less Frequent Complications.—The less often en- 
countered complications of chronic alcoholism are 
given below. 

Pathological Intoxication: Pathological intoxication 
is a severe reaction to the ingestion of alcohol. It is 
characterized by a precipitous and almost maniacal 
response to a comparatively small amount of alcohol. 
It is theorized that in such cases the alcohol acts as a 
trigger release mechanism setting off the ability to 
control the patient’s actions. Treatment consists of 
heavy sedation until the acute phase passes. 

Korsakoff's Syndrome: Korsakoff's syndrome is char- 
acterized by amnesia and confabulation. The treat- 
ment consists of supportive measures. Prognosis for 
recovery in these cases is very poor. Since it is now 
believed that this complication occurs as a result of 
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‘nadequate diet, the necessary nutritional elements, 
vitamins, and minerals must be supplied in sufficient 
amounts. 

Hemorrhagic Polioencephalitis, Superior (Wer- 
nicke’s Disease ): Characteristics of hemorrhagic polio- 
encephalitis, superior (Wernicke’s disease) include 
limited movements of the eyes due to partial paralysis 
of the eye muscles. Mental changes include intense 
excitement, convulsions, and clouding of conscious- 
ness, which may be severe enough to end in stupor 
and. coma. There are usually pathological reflexes 
present with extreme tensions of the muscles. Tendon 
reflexes are absent. Since this complication is also con- 
sidered to be the result of deficient nutrition, large 
doses of thiamine, adequate diet, and vitamin and min- 
eral complements are indicated. Not uncommonly, 
complete restoration fails to occur. Mental confabula- 
tion resembling Korsakoff’s syndrome is often a resi- 
dual effect and may remain. 

Marchiafava’s Disease: Marchiafava’s disease (pri- 
mary degeneration of the corpus callosum) was once 
thought to be due to alcoholism. With only 100 cases 
reported in the literature, it was finally determined 
that this complication resulted not from the alcohol 
but from the metallic impurities found in wine as 
the result of processing. 

Acute Lethal Alcoholism: Acute lethal alcoholism 
is due to ingestion of alcohol to a blood concentration 
sufficient to cause death. It occurs and acts the same 
as an overdose of anesthetic, producing death by a 
complete anesthesia of the vital centers of the brain. 


Summary and Conclusions 


In treating the chronic alcoholic, factors other than 
the medical and psychiatric approach must be taken 
into consideration. The patient’s social environment, 
religious background, employment or industrial situa- 
tion, and his relationships with family, friends, fellow 
employees, and others are pertinent factors. His re- 
lationships with his local health department, mental 
health department, Alcoholics Anonymous, and clergy 
are additional important contributions to treatment. 
In the chronic alcoholic, we are dealing not only with 
a sick individual but with that individual in relation- 
ship to his environment. In order to treat him ade- 
quately, all of these circumstances must be included. 

In treating the chronic alcoholic, the cooperation of 
the patient is perhaps the single greatest factor in ad- 
dition to the understanding and patience of the attend- 
ing physician. Such psychotherapy as is necessary can 
be administered by the average physician who will 
take the time to understand and help the sick alco- 
holic. With the advent of the new tranquilizing drugs, 
the treatment of the acute phase has been greatly sim- 
plified. With the use of disulfiram (Antabuse), the 
patient can remain without alcohol sufficiently long 
for the interested physician to help him gain insight 
into his problem. Helping to give the alcoholic a 
healthy body so as to maintain optimum physical fit- 
ness will in itself make him feel better and more 
capable of meeting the problems that have induced 
his illness and probably caused it to continue. The 
physician has in the alcoholic a challenge from which 
he cannot retreat. To meet this challenge, he requires 
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knowledge, understanding, and patience. If he will 
develop and use these qualities, the chances of his 
success with alcoholic patients will be enhanced and 
the results rewarding. 
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MUSIC AS A MEDICAL TOOL 


ANCIENT “TRANQUILIZER” COMES 
OF AGE FOR VARIETY OF PATIENTS 


Fifteen miles from Boston’s Beacon Hill, a dozen 
men and women one afternoon this month took part in a 
New England tradition that is over a half-century old. 
They gave a 45-minute concert of English hand-bell 
ringing before a sizable audience in Westwood Lodge. 

It was no routine affair for the musicians, ranging in 
age from 18 to 79 years. One was an alcoholic; others 
were suffering from deep depression, psychoneuroses, 


and schizophrenia. Westwood Lodge is a private sana- 
torium for patients with nervous and mental diseases. 
What made the occasion special was that some of the 
patients, somehow, were responding to the tuned bells 
when other musical instruments and treatment had 
failed to crack the shells enclosing their personalities. 
The sanatorium’s medical director, Dr. Martha Brun- 
ner-Orne, beamed with delight as “Jingle Bells” and 
“Silent Night” chimed through the halls and into her 
office. She said: “It’s just wonderful. This is the first 
time since we storted bell ringing that the Christmas 
party has been devoted to that kind of music.” 


Hours of boredom for these Dutch patients with tuberculosis ended when the sanatorium director supplied harmonicas, rolled the bedridden players into a 
room, and started an orchestra. Note the director at lower right and the overhead mirror he uses to survey the musicians. 
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Dr. Brunner-Orne, a psychoneuro.ogist, conceived 
of the bell ringing program one autumn evening in 
1954 while at the piano in a duet with her violin-play- 
ing husband, Dr. Frank E. Orne, an obstetrician-gyne- 
cologist and fellow graduate of the University of 
Vienna medical school. Since then, officials of other 
sanatoriums have sought her advice on how they 
might organize similar projects. 

The bell ringing at Westwood Lodge is but an echo 
of worldwide music that is being sounded again and 
again for its value as a medical aid. In the Juliana- 
Oord Tuberculosis Sanatorium at Laren, the Nether- 
lands, 24 men and women suffering from tuberculosis 
of the bone lie flat on their backs as they present a 
a harmonica concert. Even the conductor is a patient, 
surveying his orchestra through a mirror over his head. 
The medical director, Dr. C. P. H. Teenstra, a di- 
rector of Rotary International, brought in the har- 
monicas 15 years ago “just for fun.” 

At Denver, Colo., a 6-year-old boy plays “The 
Parade of the Wooden Soldiers,” the first piano piece 
he mastered early in 1955 after an attack of polio- 
myelitis that left him paralyzed from the neck down 
in Children’s Hospital. On the advice of a physician, 
Music Teacher Eva V. Welbourne placed the boy’s 
arms in special slings attached to his armchair and 
pressed down each little finger on the piano keys until 
at last, after four months, the child’s face lit up with 
the first notes of his own effort. Mrs. Welbourne has 
devised 20 methods by which students whose upper 
extremities are variously incapacitated can play the 
piano. They may use one finger, their elbows, their 
fists, their knuckles. For arthritics whose hands are 
clenched, she places a pencil between the fingers or a 
potato within the painful grasp—as the key striker. 


What Does Music Do? 


What happens when music—not in itself a cure—is 
used as a medical tool? For the bedridden patients 
with tuberculosis in Holland, the blank and boring 
ceiling scene vanishes in the melodious vibration of 
hundreds of brass reeds. Bell ringing patients in the 
Massachusetts sanatorium tend to develop confidence 
within a group, willingness to accept responsibility, 
and a music concentration that pushes aside thoughts 
of their personal problems. And in Denver, Mrs. Wel- 
bourne says of her piano students: “They become less 
handicapped than the man or woman who has two 
hands and 10 fingers, and does nothing constructive 
with them.” 

In the House of the Good Samaritan research hos- 
pital for rheumatic fever in Boston, young patients 
play keyboard instruments, flutes, “tunable beer 
glasses,” and reed organs. Elsewhere, orthopedic and 
neurological patients are eased into shoulder move- 
ments by playing the drum, concertina, cymbals, and 
trombone. 

Thousands of years ago, our ancestors used music 
as part of their magic healing rites, just as primitives 
in isolated areas do today. Although music had been 
used in mental hospitals in this country as early as 
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'792, it was not until World War II that it became 
widely accepted as a medical aid, largely because of 
its use in Army hospitals (there is greatest use now in 
the 100-odd Veterans Administration hospitals). A 
half-dozen schools offer four-year courses leading to 
a degree in “music therapy.” Music is used in mental 
hospitals as an adjunct to shock therapy, hydrotherapy, 
and lobotomy—and the tonal expert must know how 
various types of music might affect different indi- 
viduals. 

For example, you can imagine the effect on a pa- 
tient emerging from anesthesia of the booming of 
Wagner's “Ride of the Valkyries.” Such heavy, dramat- 
ic music actually has caused relapses among patients 
in some hospitals. Well-planned programs, however, 
may carry rhythmical concertos for crippled children 
while they struggle painstakingly with finger painting 
and gay overtures for oldsters in lonely rest homes. 
The deaf place their finger tips on the instrument 
being played—and soon are able to coordinate vibra- 
tion with the unheard or little-heard tones. 

Some outstanding work in the field has been widely 
publicized, such as the case of Horace F., a schizo- 
phrenic pianist at Wayne County General Hospital, 
Michigan, who performed brilliantly on a nationwide 
CBS broadcast. Still untold are the stories of many 
other patients. Etude magazine observes: “In this age 
the musical profession treats people, not merely their 
diseases. And oftentimes, from this standpoint, music 
is ‘good medicine.’ ” 


Music Is Not a Cure 


But although music is shown to be of great help in 
medicine, physicians generally have not been able to 
accept it as therapeutic in the true sense of the word. 
Dr. Jules H. Masserman, professor of nervous and 
mental diseases at Northwestern University in Chi- 
cago, says: “Music is only one of many avenues of 
approach to the patient when words alone, as is often 
the case, are inadequate. . .. We cannot invoke pom- 
pous sounding scientific formulae to the effect that 
‘rhythm stimulates the thalmus’ or ‘music reintegrates 
the functions of the cerebral cortex’; as a moderately 
well-trained neurologist who has conducted active 
research in the field I can assure you there is hardly 
a shread of valid evidence for such formulations.” 

Nevertheless, Dr. Masserman recognizes music's 
great value for patients. He has been an officer of the 
National Association for Music Therapy, whose ex- 
ecutive committee also boasts such members as Dr. 
Karl Menninger of Topeka, Kan., and Dr. Ira M. Alt- 
shuler (a pioneer in the field) of the Wayne County 
General Hospital. It is part of Dr. Altshuler’s thesis 
that music should enter on the mood of the patients. 
That is, for a maniac the music should be loud and 
fast, and then gradually become more subdued to 
bring about a similar response in the patient. 

Dr. Emilian A. Gutheil, a New York City psychia- 
trist, sees great promise in music therapy, but he in- 
sists that it does not exist today. Says Dr. Gutheil: 
“The interest of the public in the problems of music 
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therapy is tremendous, but so far no institution has 
undertaken the painstaking and difficult task of sift- 
ing those empirical findings which are scientifically 
acceptable. Most of the existing research groups are 
scattered, split in their aims, jealous of recognition, 


The orchestra at Downey Veterans Administration Hospital rehearses for 
part of a recreation program for patients. 


impatient of results, and too eager to obtain thera- 
peutic tools to devote enough effort to tedious step- 
by-step research. We must arrive at a safe margin of 
predictability regarding causes and effects if we wish 
to ‘write prescriptions’ for therapeutic music selec- 
tions.” 

Prescriptions might very well be written in song 
titles if the coordinated-research challenge flung by 
Dr. Gutheil is taken up in earnest by the medical 
profession. Does the cold-compulsive like Bartok, 
Dixie, or Rock ’n’ Roll? Would Mozart or Loesser cause 
more stability, better recovery, or more confusion— 
and with what type of patient? The questions are 
many, the research field is vast, the evidence is every- 
where. 

Dr. Wilma Donohue, gerontologist at the University 
of Michigan, tells of a 90-year-old woman completely 
out of touch with her surroundings who lived briefly 
in the present—smiling as a chain of associations was 
set up by a waltz being played on an accordion. Presi- 
dent Eisenhower prescribed some of his own “heart 
medicine” from a sickbed in Denver last year when 
he called for selections from Brahms and Bach. Last 
month 1,200 guests of the women’s auxiliary of the 
Chicago Medical Society watched as 50 patients in a 
VA hospital demonstrated their concept of music’s 
role in physical and mental rehabilitation. 


Doctors Are the Connoisseurs 


There may be some significance in the fact that 
physicians as a group are among this nation’s leading 
music connoisseurs. The Saturday Review of Litera- 
ture reports: “If you took a random slice through the 
followers of high fidelity in any community there 
would be several times as many doctors in it as their 
number in the community as a whole would seem 
likely.” The attendance of physicians at a Seattle Sym- 
phony Orchestra performance during the A. M. A. 
Clinical Session last month was greater than at any 
other single meeting of doctors in that city. Doctors’ 
orchestras are making music in New. York, Chicago, 
Detroit, San Francisco, St. Louis, and Washington, 
D. C. The Los Angeles Doctors’ Symphony has a con- 
cert scheduled for this coming Jan. 12. 
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These medical men are realizing that for centuries 
music has been a “tranquilizer” to the healthy as well 
as to the sick—whether the subject produces it on an 
instrument or simply listens to it. Dr. Arthur Abram- 
son, chief of physical medicine and medical rehabilita- 
tion at the Bronx Veterans Administration Hospital, 
claims that in some operating-room situations music 
may help the surgeon, the nurse, and other attendants 
—as well as the patient—particularly when it is played 
during the administration of anesthesia. 

Music is piped into six operating and preoperative 
rooms of Billings Hospital in Chicago from a sixth- 
floor studio. If they wish, patients may hear their 
favorite selections through stethoscope-type earphones 
(the night before an operation, an anesthesiologist 
notes the patient's choice of “music for surgery”— 
classical, semiclassical, or pops ). Officials at Henrotin 
Hospital, also in Chicago, still talk about the cesarean 
section performed on a frail littke woman several 
years ago—with music as the chief sedative. It took 
three days of planning to devise the special four-hour 
FM broadcast musical program so that it would coin- 
cide with various phases of preoperative procedure 
and actual surgery. 

Even at the end, music sets the tone. Not long ago 
in a large Midwest hospital, one physician gently 
closed a door on the quiet strains of a violin concerto. 


In a University of Chicago Clinics operating room, music with anesthesia 
is audible to the patient but silent to the surgeon. The anesthesiologist is also 
provided with a set of earphones to monitor the volume of the music for the 
patient. 


A young girl patient inside the room was dying, a 
hopeless case. Overcome with compassion, he wrote 
this letter to the local broadcasting station: “. . . de- 
spite extended and severe pain she had become serene 
and smiling during those last days filled with music in 
the air. Your music is a Godsend to our cases.” 
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CLINICAL MEETING AT SEATTLE 


Medical ethics, veterans’ medical care, radioactive 
isotopes, continuance of the A. M. A. interim session, 
hospitalization for patients with alcoholism, and a re- 
port of the Committee on Medical Practices were 
among the wide variety of subjects acted on by the 
House of Delegates at the American Medical Asso- 
ciation’s 10th Clinical Meeting held in Seattle, No- 
vember 27-30. 

Medical Ethics 


The subject of greatest interest was the proposed 
10-section revision of the Principles of Medical Ethics 
submitted at the June, 1956, Annual Meeting in Chi- 
cago, where final action was deferred until the Clinical 
Meeting. The proposed short version of the Principles 
was resubmitted to the House with some changes 
based on suggestions received since last June by the 
Council on Constitution and Bylaws. The House of 
Delegates, however, decided to refer the matter back 
to the Council on Constitution and Bylaws for further 
study and consideration. The reference committee re- 
port adopted by the House included the following 
statements: 

“Careful consideration was given to the Preamble 
and the ten sections of the proposed Principles. The 
Preamble and seven of the ten sections appear to be 
acceptable in their present form. 

“Sections 6 and 7 were not acceptable as presented 
either to the group which appeared at the hearing or 
to your reference committee. 

“Out of the general discussion the reference com- 
mittee received the crystallized opinion that at least 
four areas needed more specific attention in Sections 
6 and 7. These are: 

“(1) Division of fees; 

“(2) The dispensing of drugs and appliances; 

“(3) The corporate practice of medicine; 

“(4) Greater emphasis concerning the relationship 
between physicians and patients. 

“In addition, the reference commitee felt that the 
wording in Section 10 could be improved if amended 
to read as follows: 

““The responsibilities of the physician extend not 
only to the individual but also to society and deserve 
his interest and participation in activities which have 
as their objective the improvement of the health and 
welfare of the individual and the community.’ 
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“In view of the above your reference committee be- 
lieves that the proposed Principles of Medical Ethics 
should be referred back to the Council on Constitu- 
tion and By-Laws for further study and consideration 
of the above stated principles. 

“In the short space of time at our disposal and in 
view of the importance of the subject, your reference 
committee did not deem it wise to attempt to properly 
phrase these concepts. 

“We would also recommend that if possible this 
study be completed at least six weeks prior to the 
June session and that the new version be published 
in THE JouRNAL in order that all interested physicians 
might have an opportunity to comment thereon.” 


Veterans’ Medical Care 


The House revised A. M. A. policy on veterans’ 
medical care by endorsing in principle the following 
paragraph suggested by the Council on Medical 
Service: 

“With respect to the provision of medical care and 
hospitalization benefits for veterans in Veterans Ad- 
ministration and other federal hospitals that new leg- 
islation be enacted limiting such care to veterans with 
peacetime or wartime service whose disabilities or 
diseases are service-incurred or aggravated.” 

This action eliminates the temporary exceptions 
that were made in the June, 1953, policy regarding 
wartime veterans who are unable to defray the ex- 
penses of necessary hospitalization for non-service- 
connected cases of tuberculosis or psychiatric or neu- 
rological disorders. In making the policy change, the 
House approved this supplementary statement: 

“We recognize the laws and administrative exten- 
sions of the law that are now in operation. We feel 
that under the circumstances it will be to the best 
interests of the public in general, and veterans in 
particular, if medical societies, county and state as 
well as national, develop committees to assist in guar- 
anteeing VA hospital admission to service-connected 
cases. While the present law exists, we should help 
assure that veterans whose illness constitutes economic 
disaster will not be displaced by those suffering short- 
term remediable ills which, at the worst, constitute 
financial inconvenience.” 

In another action concerning veterans, the House 
passed two resolutions condemning as unlawful the 
practice of those Veterans Administration hospitals 
that admit patients covered by workmen’s compen- 
sation insurance or by private health insurance and 
that render bills for the cost of their care. Both reso- 
lutions requested the A. M. A. to take action to bring 
about a discontinuance of such practices by VA hos- 
pitals, and one of them instructed the Association’s 
Secretary to obtain from each state testimony or 
records of each known case that violates VA Reg. 
6047-D1. 

Radioactive Isotopes 


The House rescinded the June, 1951, action that 
limited the hospital use of radium and radioactive 
isotopes to board-certified radiologists by approving 
a new policy statement, which says: 

“(1) In any hospital in which a patient is to receive 
radium or the products of radium or artificially pro- 
duced isotopes, there should be a duly appointed 
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Committee on Radium and Artificially Produced Ra- 
dioisotopes of the hospital professional staff. This 
committee should include, but not necessarily be 
limited to, the following qualified physicians: a radi- 
ologist, a surgeon, an internist, a gynecologist, a 
urologist and a pathologist. This committee should 
have available such competent consultation of other 
physicians and scientific personnel as may be required 
by it. Where this is not practicable, the hospital staff 
should consult the nearest Committee on Radium and 
Artificially Produced Radioisotopes. 

“(2) In any hospital, the use of radium or its prod- 
ucts and artificially produced radioactive isotopes for 
diagnostic or therapeutic purposes shall be restricted 
to qualified physicians so judged by the Committee 
on Radium and Artificially Produced Radioisotopes 
of the professional staff to be adequately trained and 
competent in their particular use. 

“(3) It is recommended that procurement, storage, 
dosimetry control and inventory of all radioactive 
isotopes for the use of the hospital staff and radi- 
ological safety control be centralized, and, where ad- 
ministratively possible, centralization be located in 
the Department of Radiology. 

“(4) It is recommended that the Board of Trustees 
assign to the appropriate council or committee the 
continuous study of the problems of radiological safety 
control in the use of radium and its products and 
artificially produced radioactive isotopes for diagnostic 
or therapeutic purposes.” 


Hospitalization for Alcoholics 


To implement educational approaches to the prob- 
lem of alcoholism, the House approved a statement 
submitted through the Board of Trustees by the Coun- 
cil on Mental Health and its Committee on Alcohol- 
ism. The House also recommended that the statement 
be brought to the attention of the Council on Medical 
Education and Hospitals, the Joint Commission on 
Accreditation of Hospitals, and the American Hos- 
pital Association. The statement includes the follow- 
ing section: 

“The Council on Mental Health urges hospital ad- 
ministrators and the staffs of hospitals to look upon 
alcoholism as a medical problem and to admit pa- 
tients who are alcoholics to their hospitals for treat- 
ment, such admission to be made after due examina- 
tion, investigation and consideration of the individual 
patient. Chronic alcoholism should not be considered 
as an illness which bars admission to a hospital, but 
rather as qualification for admission when the patient 
requests such admission and is cooperative, and the 
attending physician’s opinion and that of hospital per- 
sonnel should be considered. The chronic alcoholic 
in an acute phase can be, and often is, a medical 
emergency.” 


Committee on Medical Practices 


In approving a progress report of the Committee on 
Medical Practices, the House amended one of its di- 
rectives to read as follows in order to remove any 
legal objections: 

“The A. M. A. representatives on the Joint Com- 
mission on Accreditation of Hospitals be instructed to 
stimulate action by that body leading to the warning, 


EDITORIALS AND COMMENTS 1623 


provisional accreditation, or removal of accreditation 
of community or general hospitals which exclude or 
arbitrarily restrict hospital privileges for generalists 
as a class regardless of their individual professional 
competence where such policies adversely affect the 
quality of patient care rendered. Any action taken 
should be only after appeal to the Commission by the 
county medical society concerned.” 

The House also approved a recommendation by the 
Committee on Medical Practices that a study group be 
formed to consider the best background preparations 
for general practice, and it urged that such action be 
implemented as soon as practicable. 


Miscellaneous Actions 


Among many other actions on a wide variety of 
subjects, the House of Delegates also: 

Pledged fuil support of President Eisenhower's 
people-to-people program as a means of promoting 
understanding, peace and progress; 

Directed the Board of Trustees to continue its in- 
vestigation of the practicability of developing a state- 
ment of A. M. A. policies and to arrange for the peri- 
odic publication of revised versions of such a policy 
statement; 

Noted with pride the good work being done by the 
74,348 members of the Woman’s Auxiliary, as reported 
to the House by Mrs. Robert Flanders, President; 

Directed the Councils on Pharmacy and Chemistry 
and on Foods and Nutrition to conduct a joint study 
of all presently available information concerning the 
fluoridation of public water supplies and to present a 
documented report of findings and recommendation 
at the December, 1957, meeting; 

Urged all physicians to participate actively in the for- 
mulation of medical policy for prepaid medical care 
plans that are under physician direction or sponsorship; 

Changed the bylaws to extend service membership 
to reserve officers on extended active duty with the 
defense forces and the U.S. Public Health Service; 

Changed the bylaws relating to transfer of member- 
ship so that an active or associate member of the As- 
sociation who moves his practice to another jurisdic- 
tion may continue his A. M. A. membership by 
applying for membership in the constituent association 
in his new jurisdiction, subject to a two-year limit on 
approval of his application; 

Changed the bylaws so that the election of officers 
may take place at any time on the fourth day of the 
annual session, instead of being restricted to the after- 
noon of that day; 

Passed a resolution calling for the American Med- 
ical Association to join with the American Hospital 
Association and the American Institute of Architects 
in their proposed study of hospital design and con- 
struction; 

Approved the principle of a voluntary reduction in 
the self-assigned quota of interns as printed in the 
1956 handbook of the National Intern Matching Pro- 
gram; and 

Instructed the Board of Trustees to accentuate co- 
operation between the American Medical Association 
and the American Bar Association to the end that a 
bill of the Jenkins-Keogh type be enacted at the next 
session of Congress. 
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Medical School Support 


The American Medical Association and four of its 
constituent societies—California, Arizona, Utah, and 
New Jersey—contributed nearly $300,000 to the na- 
tion’s medical schools. At the opening session of the 
House of Delegates the American Medical Association 
announced that it was making another gift of $125,000 
to the American Medical Education Foundation, 
bringing to $343,000 the amount that the A. M. A. has 
contributed to the foundation this vear. In addition 
to the A. M. A. contribution, four state medical so- 
cieties presented checks to the foundation, which will 
bring the contributions from physicians and medical 
societies to more than 1 million dollars for 1956. The 
states and their amounts follow: California, $132,981; 
New Jersey, $25,000; Utah, $11,870; and Arizona, 
$3,695. The practicing physicians of the nation have 
to date contributed nearly 6 million dollars to the 
foundation since it was founded in 1951. These con- 
tributions, going to the 82 medical schools in this 
country, can be used as the schools see fit. 

Registration exceeded all expectations. The total 
registration was 6,282. This included 2,813 physicians. 
Last year’s Clinical Meeting in Boston drew a total 
of 8,637, including 3,779 physicians. At Miami in 1954, 
the total was 7,707, including 3,253 physicians. A nine- 
page mimeographed summary of what the House did 
was mailed by the Secretary, Dr. George F. Lull, to 
all delegates and state society officers direct from 
Seattle, and the proceedings will be published in 
THE JOURNAL. 

While there were many visitors who had reason to 
regret the fog that interfered with flying schedules, 
none had reason to complain about the renowned 
hospitality of the northwest area of the United States. 
This was a memorable meeting, and it ended with a 
note of deep appreciation of the Seattle doctors and 
their neighboring colleagues for the success of the 
meeting. No doubt many of the visitors already are 
planning their next trip to enjoy again the beauty of 
this area and what its people have to offer. 


THE SCIENTIFIC ASSEMBLY 
AND THE SEATTLE MEETING 


An unusual degree of enthusiasm marked all activi- 
ties of the Scientific Assembly at the Seattle Meeting 
from the time Governor Arthur B. Langlie of Olympia, 
Wash., opened proceedings Tuesday morning until the 
lights were turned out Friday noon. The entire scien- 
tific meeting was held in the Civic Auditorium, making 
it possible for the visiting physician to go from panel 
discussions to lectures or to television, motion pictures, 
and demonstrations in the Scientific Exhibit with a 
minimum of delay. Various portions of the program 
progressed simultaneously and continuously, with only 
a slight lessening of the tempo during the noon hour. 

The 20 panel discussions were popular, with 
crowded sessions most of the time. The subjects were 
practical, such as prenatal care, postpartum problems, 
pelvic pain, bleeding in pregnancy, problems of the 
aging, hypertension, management of low back prob- 
lems, diabetes, and tranquilizing drugs. The modera- 
tors and participants of all panels were well versed 
in their particular subjects. 
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One hall was devoted entirely to lectures, which 
included 46 subjects covering the whole range of medi- 
cine. Many of the lecturers were from the Seattle- 
Portland area, making it possible for physicians from 
other parts of the country to obtain a comprehensive 
idea of the practice of medicine in the Pacific North- 
west. The program included, however, outstanding 
men from the Middle West and the Eastern Seaboard, 
making this activity alone worth the trip to Seattle. 

Color television was conducted with the cooperation 
of Smith, Kline & French Laboratories. The program, 
which originated at Doctors Hospital, was presented 
to capacity audiences at Civic Auditorium, the two- 
way conversations between meeting hall and operating 
room being especially valuable contributions. Wet 
clinics were conducted each morning and dry clinics 
each afternoon. 

This motion-picture program, from the point of view 
of sustained interest, was one of the most successful 
ever conducted at a meeting of the American Medical 
Association. Each afternoon films were shown in Civic 
Auditorium, with a total of 24 titles. On Tuesday eve- 
ning two films were shown at the Olympic Hotel, the 
first of which, titled “The Medical Witness,” was pre- 
sented with the cooperation of the Wm. S. Merrell 
Company. This was a special attraction for the legal 
profession as well as the medical profession and was 
introduced by Mr. David F. Maxwell, president of the 
American Bar Association. The attendance was so great 
that a second showing was required. Meanwhile, in an 
adjacent room, the film “Monganga” was presented 
with the cooperation of Smith, Kline & French Labora- 
tories. This picture also attracted a capacity audience. 

The Scientific Exhibit featured demonstrations con- 
tinuously in 98 exhibit booths. Outstanding interest 
was evinced in a special exhibit on the history of medi- 
cine in the Pacific Northwest under the direction of 
Dr. Willard F. Goff, Seattle. The special exhibit on 
fractures under the guidance of Dr. Ralph G. Caroth- 
ers, Cincinnati, and manikin demonstrations on prob- 
lems of delivery, arranged by Dr. Charles Franklin, 
were always popular. Special lectures on “The Practice 
of Public Health and Medicine in Alaska,” by Dr. 
Charles R. Hayman, Juneau, were especially attractive. 
The other 94 exhibits all merit special citation that is 
impossible to give. The authors .were continuously 
present, making it possible for the visiting physician 
to discuss his problems and to partake in a real course 
of graduate medical education. 

The smoothness with which all scientific activities 
were carried out was evidence of the meticulous care 
rendered by the local committee in making arrange- 
ments. Dr. Hale Haven, chairman of the subcommittee 
on scientific program, established an office in the Civic 
Auditorium, where he was continuously on duty to 
ascertain that all participants were present at the 
proper time. Dr. F. A. Tucker, chairman of the sub- 
committee on television, was in two places at the same 
time—the hospital and Civic Auditorium. Dr. Wilbur E. 
Watson, chairman of the subcommittee on transporta- 
tion, faced an almost impossible traffic situation, with 
a bus strike and an insufficient number of cabs, but 
finally arranged special buses between the hotels and 
the auditorium. Other subcommittees likewise per- 
formed outstanding service. Publicity, under the di- 
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rection of Dr. Earl R. Sanderson, was the best ever at 
a Clinical Meeting, while the entertainment, under 
Dr. Sydney J. Hawley, was something that everyone 
present will long remember. The Woman’s Auxiliary, 
under the general chairmanship of Mrs. J. Lester Hen- 
derson, arranged a continuous program of activities 
for wives of physicians, ending with the special con- 
cert of the Seattle Symphony Orchestra for both physi- 
cians and wives, presented with the cooperation of 
Winthrop Laboratories. Dr. M. Shelby Jared, general 
chairman of the committee on local arrangements, 
overlooked no detail in making the meeting an out- 
standing success. 


FEDERAL MEDICAL SPENDING 


As physicians begin the new year, they, like most 
persons who earn a living, ponder the subject of in- 
come tax. At this particular time, however, most con- 
sideration is given to how much tax is due and very 
little thought to what it is due for. The American 
Medical Association’s Washington Office has deter- 
mined, with figures from the Bureau of the Census, 
that this year the average wage earner in the United 
States will pay about $38.72 to finance just the federal 
government's health and medical operations. Even 
with more persons now employed, this is $4.40 more 
than last year. If we consider the entire family of the 
wage earner, it will be paying $54.61 for federal med- 
ical services. Perhaps a little philosophical pondering 
is in order for the average physician to see just how 
his estimated 1956 federal medical “bill” will be spent. 

About one-third of the more than 2.5-billion-dollar 
total of federal medical spending goes to operate the 
Veterans Administration, and the VA’s largest single 
expenditure supports 121,865 hospital beds each day. 
Many of these are used for treatment of non-service- 
connected conditions. The costs of administering and 
supplying medical care to veterans are slightly greater 
than the entire medical costs of the Department of 
Defense, including all three branches of the armed 
forces. The third agency in the nine-figure category 
(spending over three-quarters of a billion dollars) is 
the Department of Health, Education, and Welfare. 
This comprises the medical aspects of the Public 
Health Service, the Social Security Administration, the 
Food and Drug Administration, the Office of Vocation- 
al Rehabilitation, and even the Office of Education. 
In actual practice much of the money covers the Hill- 
Burton program, the National Institutes of Health and 
their grants program, and grants to the states for 
general public health activities and communicable- 
disease control. 

The remaining 170 million dollars supports medical 
activities of the Federal Civil Defense Administration, 
the Atomic Energy Commission, foreign health opera- 
tions, and various medical programs of the cabinet- 
level departments. Medical care extends from the 
Federal Employees Health Program to coverage of 
residents of the Panama Canal Zone. 

Many of these activities are obviously necessary to 
maintain this country’s unsurpassed health standards, 
and undoubtedly research programs will pay rich divi- 
dends in procedural and scientific discoveries. Do we, 
however, as taxpayers as well as practitioners of medi- 
cine with a scientific background, understand the 
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raison détre for all federal medical services? Can any 
of the present health programs now in existence be 
questioned? Is the average physician contributing each 
month to pay for health activities that are being dupli- 
cated or that are not defensible? 

Whether too much is wasted, or not enough ex- 
pended, is something too difficult for any one indiyid- 
ual to evaluate. Fortunately for all the country’s 
taxpayers, the American Medical Association’s Council 
on Medical Service maintains a Committee on Federal 
Medical Services, the prime concern of which is to 
educate physicians as well as the lay public on the 
broad scope of nonmilitary medical programs now 
practiced by the federal government. As one example, 
recent publications of this committee have served to 
show how over 6 million dollars is spent in the Pan- 
ama Canal Zone in providing all phases of medical 
care to anyone, whether a resident-employee of the 
federal government or a person just in the Canal Zone 
for business or pleasure. In this particular United 
States community, the type of care as well as the fees 
are completely regulated by the government. Another 
example of public-fund expenditures is the medical 
portion of the International Cooperation Administra- 
tion (known as Point 4), where almost 30 million 
dollars is spent organizing national and local health 
services in foreign countries. This money is in addition 
to the almost 5 million contributed to the World 
Health Organization and its Latin-American division, 
the Pan American Sanitary Bureau. 

An evaluation of federal medical spending must 
include not only how much but, of equal importance, 
the precise use of each dollar. The total cost of federal 
health services is a billion dollars more than it takes 
to run the Commerce Department, and a half-billion 
more than all the expenses of the Department of 
Agriculture. It is significant that, as physicians pay 
their share of the public medical bill, they, because of 
their professional training and experience, at the same 
time are attempting to evaluate whether all citizens 
are getting their money's worth. 


MUSIC THERAPY 


Although music has been used as an adjunct to 
therapy in one form or another for thousands of years, 
scientific study of the relation of music to healing 
started about 1900. Music is no longer used to exorcise 
evil spirits, but the use of background music as an 
adjunct to physical medicine, dentistry, the induction 
of general anesthesia, and operations performed under 
local, spinal, or regional anesthesia is well known. 
Important as this and other passive uses of music 
therapy are, an even more important aspect of this 
form of treatment is found in active participation by 
the patient. Such a program finds its greatest useful- 
ness in the treatment of patients with mental illnesses 
but may also be extended to a variety of other pa- 
tients. Trained music therapists are being sought on 
an ever-increasing scale by the more progressive large 
general hospitals to aid in general rehabilitation pro- 
grams. (Elsewhere in this issue (page 1619), “Medi- 
cine at Work” presents a detailed report on the use 
of music as a medical tool. ) 


1. Gilliland, E. G.: Music Therapy in Rehabilitation, Hospital Manag. 
81: 46-48 (April) 1956. 
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On the passive side, music, properly selected for the 
needs of the individual patient, releases tensions and 
allays fears. Thus it has been found that, when it is 
used in the dentist’s office or in the hospital oper- 
ating room, music reduces the amount of preanes- 
thetic sedation and local or regional anesthetic re- 
quired. For the chronically bedridden patient it can 
provide a pleasant escape from boredom. On the active 
side, music helps mental patients to develop desirable 
attitudes and behavioral patterns and promotes self- 
confidence through self-expression; it provides the 
discipline of orderly activity, promotes memory, in- 
creases the span of attention and concentration, and 
encourages socialization and teamwork. For the pa- 
tient with any disease of the musculoskeletal system, 
playing an instrument can be used to develop certain 
weakened muscles, and marching or dancing to an ac- 
companiment may be used to improve coordination.’ 
Because sounds may disturb some patients and some 
kinds of music may have an unwanted effect on others, 
all active music therapy should be conducted in a 
soundproof area away from the wards and music in 
the wards with few exceptions should be provided 
through individual headphones. 

Just as in our schools those who are most in need of 
physical development often derive little benefit from 
the physical training program, being excluded from 
the teams that have become the focal point of the pro- 
grams, so too those who are most in need of encourage- 
ment in musical expression are not allowed to play 
in the orchestra or band and must participate chiefly 
as listeners. The aims of music therapy in a hospital 
are the very antithesis of such a situation. Those who 
need music therapy are given every encouragement, 
and care is taken to emphasize the pleasurable aspects 
and minimize the drudgery. This may result in early 
performances that are musically pathetic, or even pain- 
ful, but therapeutically helpful and subject to great 
improvement if the therapist is endowed with patience 
and a true desire to help the sick or handicapped. In 
general hospitals where an active music therapy pro- 
gram is in operation, concerts given by patient bands 
and choruses are usually preferred to those by profes- 
sional groups from the outside. This fascinating field 
is one that has already attracted many volunteer work- 
ers. Others could do much to increase present partici- 
pation in such programs. 


MEDICAL CARE FOR THE NEEDY 


While it has been said over and over again, it must 
be repeated once more—if doctors do not participate 
in the planning of medical care programs, they will 
eventually be practicing under conditions forced on 
them by nonmedical administrators, who have no 
understanding of the practice of medicine, local prob- 
lems, or existing resources. Recent amendments to the 
Social Security Act, to become effective next year, will 
inaugurate an additional and at the same time sepa- 
rate program of medical and “remedial” care for those 
persons now taken care of by established public assist- 
ance programs. Many state governments are already 
formulating plans to take advantage of the extra grant- 
in-aid money this expanded federal program will allow 


J.A.M.A., December 29, 1956 


them. It is not too early for the medical profession to 
ascertain who in state and local government will be 
responsible for administering this particular plan and 
to confer with these officials in order to arrange agree- 
ment between those who will superintend the program 
of medical care to the indigent and those who must 
actually provide the services. 

In 1950, the Social Security Act was amended to 
permit states to utilize a “pooled fund” for providing 
medical care to the indigent. Under this plan the state 
deposited a specific amount of money in its medical 
care fund every month for each person covered by the 
plan. The total amount was based on the number of 
assistance clients and was used to finance medical care 
for all these persons. This system provided for medical 
care graduated to suit individual medical needs. It also 
allowed direct payments to hospitals and physicians 
instead of to the patient, who might not pay his bills 
if some other need seemed more urgent at the time 
his grant was given him. 

The 1956 amendments affecting the assistance pro- 
gram formally separate federal grants-in-aid allotted 
for medical care from funds allocated to the four basic 
public assistance programs. “Public assistance,” as com- 
monly used, denotes the four federally aided assistance 
programs administered by the states: Aid to the Blind, 
Aid to Dependent Children, Old Age Assistance, and 
Aid to the Permanently and Totally Disabled. In addi- 
tion, there are the “medically indigent” and the “gen- 
eral assistance” clients (insufficient income for medical 
care, or living expenses, but ineligible for a federally 
aided program ). The new changes in the law not only 
require a separate fund for medical care, in contrast to 
the old method of including it in the total assistance 
program, but further require a fund solely for the use 
of vendor or insurance payments, depending on how 
the medical care is provided by the states. 

A state does not have to participate under these new 
amendments, but, if it does decide to accept the in- 
creased federal money for providing medical care to 
its indigent, it will have to set up a formal program 
defining methodology. Pooled fund arrangements now 
in existence will no longer be eligible for federal aid; 
all direct payments to vendors of medical care must 
either come under this new program and its applicable 
rules or be entirely state-financed. If, however, a state 
does decide to participate, it is free to plan local fee 
schedules, capitation-payment arrangements with phy- 
sicians and hospitals, or even prepayment plans on a 
contractual basis with state and county medical asso- 
ciations. 

Because many physicians are accepting a responsi- 
bility to understand medical programs before they are 
implemented, rather than to suggest changes after the 
programs’ inauguration, many medical care plans for 
the indigent function quite smoothly for all parties con- 
cerned. The Committee on Indigent Care of the 
American Medical Association’s Council on Medical 
Service is investigating all aspects of the effect the 
social security amendments will have on medical 
care and is available to assist any state or local medi- 
cal society professing an interest in the potentials 
of this new federal legislation. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


The 10th A. M. A. Clinical Meeting, held in Seattle 
last month, was exceptionally interesting and educa- 
tional. The scientific program was excellent, and the 
physician registration was very good. For those in 
attendance, the postgraduate workshop of lectures, 
panels, television, motion pictures, and exhibits pro- 
vided plenty of new ideas and procedures, and each 
physician was able to return to his practice with a 
larger fund of medical knowledge. 

Special credit for outstanding work on the meeting 
should go to the local committee on arrangements and 
its general chairman, Dr. Shelby Jared; the Washing- 
ton State Medical Association and its officers and staff; 
the state chairmen of Idaho, Oregon, Montana, and 
Alaska; and all those who worked out the details and 
who served the visiting physicians, their wives, and 
guests with boundless amounts of Northwest hospi- 
tality. 

I am happy, too, that the newspapers and radio and 
television stations again did a superb job of covering 
the scientific sessions, the deliberations of the House 
of Delegates, and the various awards made during the 
meeting. While the Clinical Session was performing its 
function of getting “what's new” to the practicing 
physician, the communications mediums were relaying 
this good story of American medicine to the general 
public. 

In my address to the House of Delegates I tried to 
emphasize the importance of patient and professional 
freedom and the need for unity, alertness, and action 
within our profession. I also urged that the medical 
profession do everything in its power to help reverse 
any trend toward government encroachment in the 
practice of medicine. I sincerely believe every one 
of us must talk about these three issues every time we 
have an opportunity to discuss them. They are vital 
issues for medicine, the patient and our nation. 

Recently in Havana, at the World Medical Associa- 
tion meeting, Dr. Rolf Schloegell of Germany called 
freedom of the patient and the freedom of the medical 
profession “interacting and interdependent” freedoms 
and urged all doctors to assume a duty of preserving 
them. In this I heartily concur. 

For a free people the treedom to select a medical 
adviser is next to the free choice of a spiritual adviser. 
Both should be held inviolate, and any attempt, how- 
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ever small, to infringe upon them must necessarily be 
looked upon as a move to endanger our democratic 
form of government. 

We cannot shun our role in preserving and strength- 
ening these freedoms. As Dr. Schloegell has said, “both 
freedoms are dependent on each other. As a matter of 
fact, one is the prerequisite condition of the other: 
Where there is no freedom for the patient, there can 
be no freedom for the medical profession, and where 
the medical profession has no freedom or loses it, the 
patient will not be able to feel that he is free himself.” 

Our profession does not demand “unbridled and 
boundless license without measure or purpose,” but it 
does ask for freedom of choice by patients, freedom in 
the conduct of medical treatment, freedom of prescrip- 
tion, and freedom from supervision by laymen. These 
are medicine's four fundamental freedoms as given by 
Dr. Schloegell. Without them the proper patient-phy- 
sician relationship cannot be created or maintained 
and the medical care of the patient cannot be on a 
private, person-to-person level. 

Besides being in the best interests of the medical 
profession, these freedoms are in the best interests of 
patients, for they assure the American people of the 
best possible medical care. Our positive, continuing 
task then is to keep these freedoms. I believe one of 
the best ways to do so is to practice medicine with 
plenty of personal warmth and understanding. Let us 
not rely solely on our scientific skills in treating the 
sick. Let us combine science with the enriching 
forces of sympathy and personal concern. All of us 
should remember that new drugs, instruments, and 
skills are constantly replacing the old; but tender, 
loving care can never be replaced. 

We can bolster the four freedoms of medicine by 
giving tender, loving care in generous quantities to all 
our patients. For the patient it is a medicine that 
works wonders in its own mysterious way. If we dis- 
pense it daily to all our patients, it will demonstrate 
the absolute necessity for the freedom of the patient 
and the freedom of medical practice, and the resulting 
good will among patients will be more than enough to 
deter, defeat, and/or shatter any force seeking to 
interfere with these freedoms. 


Dwicut H. Murray. M D.. Napa, Calif. 
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Seattle 
Meeting 


Left, early morning registration as phy- 
sicians entered the Civic Auditorium to 
attend the opening general assembly. 


Below, the House of Delegates con- 
vened in the Spanish Ballroom of the 
Olympic Hotel. 


Below, typical of the reference committees that study 
2 resolutions presented to the House of Delegates is the Refer- 
ence Committee on Insurance and Medical Service. These 


ae report their studies back to the House of Dele- A. M. A. Council on Constitution and Bylaws. Mrs. Bess Spies 


Among pre-session activities was the meeting of the 


McDonald takes notes, as members discuss items on the 
agenda. Others (left to right) are Drs. Louis M. Orr; E. 
Vincent Askey; Floyd S. Winslow; B. E. Pickett Sr., Council 
Chairman; Warren W. Furey; and Walter E. Vest. 


Above, a capacity-plus audience at the 
premiere showing of the A. M. A.’s new 
medicolegal film, “‘“Medical Witness,” at 
the Olympic Hotel. 


Left, over 700 physicians and guests 
attended the NBC-TV showing of “Mon- 
ganga,”’ the latest in the Smith, Kline & 
French series on the “March of Medicine.” 
The film, made in Africa, shows a mission- 
ary physician in practice in the Belgian 
Congo. It was broadcast in black-and- 
white and in color across the nation. 


Below, Mrs. Howard K, Scatliff, Chicago, 
was an early registrant at the Woman’s 
Auxiliary desk at the Hotel Olympic. Mrs. 
Clayton Wangeman, Seattle, representing 
the Woman’s Auxiliary to the Washington 
State Medical Association, pins on an of- 
ficial badge. 


Below, at the opening general assembly of the Clinical Session, Dr. M. Shelby 
Jared (right), Seattle, general chairman of the local committee on arrangements, 
welcomed the morning speakers (left to right), Dr. James H. Berge, president, 
Washington State Medical Association; Arthur B, Langlie, governor of the state of 
Washington; Dr. Dwight H. Murray, A. M. A. President; Gordon A. Clinton, mayor 
of Seattle; and Dr. Elmer Hess, immediate A. M. A. past-president. 
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A check for $132,981 from the California Medical Association to the American 
Medical Education Foundation for the support of the nation’s 82 medical schools 
fi was presented to Dr. Louis H. Bauer, president of the AMEF, by Dr. Donald A. 
Charnock (left), president of the California association, and Dr. Dwight H. Murray, 
A. M. A. President, Napa, Calif., before the House of Delegates. 


d 


Above, Dr. Edward M. Gans, desig- 
nated the General Practitioner of the 
Year by the House of Delegates during 
the Clinical Meeting. The Harlowton, 
Mont., physician is approaching the 
House Speakers’ table to receive the 
gold medal award. 


in Above, Dr. Arthur M. Olsen, Mayo 
4. Clinic, Rochester, Minn., explains his 
2 exhibit on esophageal motility in the 
Civie Auditorium. 

Right, in the Scientific Exhibit, Dr. 
Everet H. Wood of the Jackson Clinic, 
Madison, Wis., and the University of 
Wisconsin Medical School shows a 
series of x-rays on foreign bodies in the 
eye to Dr. Emma Dong, Salinas, Calif. 
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Pie qe J Left, in the Scientific Exhibit, Dr. Ed- 
~4 ae ward Matzger of San Francisco was among 
*. many physicians who worked over the 
week end to + re their exhibits for the 

e 


Pa opening of t ttle Clinical Session. 


Below, “Fractures about the Elbow” are 
demonstrated as a special feature of the 
Scientific Exhibit by Dr. Edmund T. 

=e Rumble Jr. (right), Calicoon, N. Y., and 
ee Be | Dr. Frederick G. Rosendahl, Minneapolis. 


AF TED” 
REDUCTION 


Below, the HEW exhibit, “Importable Insect-Borne Below, Dr. Sidney Lyttle (left), Flint, Mich., and Dr. Paul 
Diseases,” is explained by Dr. Glenn S. Usher (left) and Goetowski, Lincoln, Neb., demonstrate the setting of a fracture 
J. C. Eason Jr. (center) to A. R. Ratcliff, a student at the = — asad end of the radius in the Scientific Exhibit in the 
tivic Auditorium. 
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COUNCIL ON MEDICAL SERVICE 


A STUDY OF MATERNAL MORTALITY COMMITTEES 


This is part 6 of a series of articles by the Committee on Maternal and Child Care of the 
Council on Medical Service reviewing the organization and operation of maternal mortality 
study committees. The purpose of this specific study is to obtain information that may be uti- 
lized in the preparation of guides that, in turn, may be helpful in the development and opera- 
tion of maternal mortality committees in other areas of the United States. This article is con- 
cerned with the Maternal Welfare Committee of the Wayne County Medical Society. Although 
this committee’s study is an integral part of the total statewide study of maternal deaths in 
Michigan, the Detroit experience is being described separately because it indicates various 


differences in technique used on a local level. 


Wayne County Maternal Mortality Study 


History.—The first Maternal Welfare Committee of 
the Wayne County Medical Society was established in 
1927 and, in cooperation with the Detroit Department 
of Health, participated in the statewide study of 
maternal deaths, as mentioned in the history of the 
Michigan State Study of Maternal Deaths. Again in 
1941 a critical study of all maternal deaths in Detroit 
was started, but because of the war it was interrupted 
until 1945, when, in conjunction with the Detroit De- 
partment of Health, the study was resumed and, with 
slight variations in procedure, has continued to the 
present time. This study of maternal deaths is dedi- 
cated to the dual purpose of raising the standards of 
obstetric practice within the county and eliminating 
the preventable factors contributing to maternal 
deaths. 

Members.—Membership in the Maternal Welfare 
Committee varies from 25 to 30 members, two-thirds 
of whom are certified specialists in obstetrics and gyne- 
cology; one is a pathologist, one an anesthesiologist, 
and one an internist. Members are appointed by the 
president of the Wayne County Medical Society upon 
the advice of both the outgoing and incoming chair- 
men. The chairman is appointed by the society presi- 
dent on the advice of the outgoing chairman. Many 
members are reappointed each year, depending upon 
the interest they express by attending meetings and 
their desire to serve. Attempts are made to assure rep- 
resentation on the committee of all hospitals having 
maternity units. 

Scope of Study.—The Maternal Welfare Committee 
includes in its study the deaths of all women dying 
during pregnancy or up to six months after termi- 
nation of the pregnancy. Some of the deaths may be 
caused by factors indirectly related to the pregnancy 
and involving associated disease; such deaths are in- 
cluded for the purpose of this study in the calculation 
of the maternal mortality rate. These nonobstetric 
deaths are defined as deaths due to disease present 
before or developing during pregnancy that, though 
not a direct effect of the pregnancy, was seriously 
aggravated by the physiological effects of pregnancy 


Committee members are W. L. Crawford, M.D., Chairman, Rockford, 
Il; R. B. Chrisman Jr., M.D., Coral Gables, Fla.; Philip S. Barba, M.D., 
Philadelphia; Harold S. Morgan, M.D., Lincoln, Neb.; J. L. Reichert, M.D., 
Chicago; Garland D. Murphy, M.D., El Dorado, Ark.; Howard A. Nelson, 
M.D., Greenwood, Miss.; and Donald A. Dukelow, M.D., Consultant, 
Chicago. 


and caused the death; for example, deaths caused by 
heart disease as complicated by pregnancy would be 
classified nonobstetric. Maternal deaths directly re- 
lated to pregnancy are classified as due to obstetric 
causes. An obstetric death is defined as a death due 
to complications of the pregnancy itself or due to 
intervention elected or required by the pregnancy or 
resulting from the chain of events initiated by the 
complications or the intervention. Included in this 
group of deaths would be, for instance, those deaths 
due to amniotic fluid embolism and anesthesia. 

All deaths studied are also classified as to preventa- 
bility and responsibility. The currently significant ob- 
stetric problems are thus determined, and the attack 
upon these problems can be more direct and effective. 
It is not the purpose of the Maternal Welfare Commit- 
tee to evaluate the individual physician’s competence 
or to censure his management of a case, but rather its 
purpose is to emphasize ihe educational aspects of 
the cases discussed. The study is designed to be a 
postgraduate course in the complications of obstetrics. 
All maternal deaths that occur in Detroit and Wayne 
County are studied by the committee, but for statisti- 
cal purposes the ones that are in the nonresident group 
are reallocated to their county or state of residence. 

Operation: Agencies and Personnel Involved.—The 
Wayne County Maternal Mortality Study has been in 
continuous operation since its resumption of activities 
in 1945 at the close of World War II. Since 1950, when 
the Michigan State Maternal Mortality Study was re- 
sumed on a statewide basis, the Wayne County study 
became an integral part of the total state study. It is 
a cooperative undertaking of the Wayne County Med- 
ical Society, the Michigan State Medical Society, the 
Michigan Department of Health, and the Detroit De- 
partment of Health. As a part of the statewide study, 
a regional consulting obstetrician (Board certified spe- 
cialist in obstetrics and gynecology ) is assigned to the 
Detroit area by the state committee. Because the De- 
troit and Wayne County area has a great many more 
maternal deaths than does any other area of the state 
(approximately one-half of the state total), additional 
obstetricians are appointed jointly by the Wayne 
County Maternal Welfare Committee and the Michi- 
gan Department of Health to assist in the collection 
of data. The Michigan Department of Health pays 
these consultants on a case basis as it does the other 
regional consulting obstetricians throughout the state. 
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The Detroit Department of Health is represented 
on the Maternal Welfare Committee by its chief of 
Maternal and Child Health, who also is the secretary 
of the committee. Stenographic and mimeographing 
services are provided by the Wayne County Medical 
Society. The Michigan Society of Obstetricians and 
Gynecologists has a maternal welfare committee that 
acts in a liaison capacity between the Michigan State 
Maternal Mortality Study and the Wayne County 
Maternal Mortality Study. The two medical schools in 
the state—the Wayne University College of Medicine 
in Detroit and the University of Michigan Medical 
School in Ann Arbor—participate in both the state and 
Wayne County studies through representatives from 
their departments of obstetrics and gynecology. The 
chiefs of both the departments are members of the 
evaluation subcommittee of the Maternal Health Com- 
mittee of the Michigan State Medical Society and in 
that capacity review each maternal death that occurs 
in Michigan. 

The Office of the Division of Maternal and Child 
Health of the Michigan Department of Health notifies 
the Wayne County regional consulting obstetrician of 
a maternal death that has occurred in his area. (All 
deaths in Wayne County are first reported, of course, 
to the Detroit Department of Health.) However, be- 
fore the regional consulting obstetrician makes ar- 
rangements for visiting the attending physician and 
the hospital in which the maternal death occurred, 
he usually sends to the attending physician a ques- 
tionnaire or basic information form. The attending 
physician returns this questionnaire to the regional 
consulting obstetrician. In this way the latter obtains 
pertinent preliminary information that facilitates his 
planning for the collection of data. It also gives the 
attending physician in the case an opportunity to 
make a better compilation of his records before the 
regional consulting obstetrician interviews him. At the 
interview the consulting obstetrician obtains detailed 
firsthand information, often personally reviewing the 
physician’s office records of the case. He obtains the 
autopsy reports and other pertinent information from 
the hospital records. 

After the regional consulting obstetrician obtains all 
his material and makes a summary of the case and an 
evaluation of the various facilities and services that 
the patient had received, he sends this information 
to the Michigan Department of Health, where all 
identifying data are removed. A duplicate of the 
anonymous material is then forwarded to the Wayne 
County Maternal Welfare Committee. The original is 
sent to the chairman of the evaluation subcommittee 
of the Michigan State Medical Society. After receiving 
his copy, the chairman of the Wayne County commit- 
tee prepares a uniform protocol of the case. Prior to 
the meeting at which the case will be discussed, a 
copy of the protocol is sent to the attending physician, 
along with an invitation for him to attend. Copies are 
also sent to all members of the committee and to the 
obstetric departments of the hospitals in Wayne Coun- 
ty. The chairman assigns to various members of the 
committee the specific task of the opening of the dis- 
cussion. Prior to the meeting, these persons have 
studied thoroughly the particular cases to be discussed 
and generally have acquainted themselves with past 
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and recent literature on the particular complications 
under study. All medical students, interns, and resi- 
dents are invited to attend; the time of the meeting 
is always announced in the Detroit Medical News, the 
weekly news magazine for doctors of medicine pub- 
lished by the Wayne County Medical Society. 

At the meeting the discussant, assigned by the 
chairman, presents the case and gives his analysis as 
to how he thinks it should be classified. Various points 
in question are discussed by members of the commit- 
tee and by anyone else in the audience who wishes to 
present his views. If the attending physician is present, 
or if anyone else is familiar with the case personally, 
he is asked to contribute any additional information 
that he may have. If the maternal death happens to 
have occurred at one of the osteopathic hospitals in 
Detroit, it is treated in the same manner as if it had 
been in one of the regular medical hospitals. The osteo: 
path in question is sent a basic information form and 
is visited in the same manner as is a regular physician, 
but he is not invited to the committee meeting. 

As a precautionary measure, a case is not discussed 
or the protocol sent to the committee members until 
six months have elapsed from the time of death. Two 
or three cases are discussed at each meeting; these 
are held at a regular time each month and last about 
an hour and a half. An outline form for committee 
evaluation is appended to the case protocol; the con- 
sensus of the committee is obtained as to whether it 
was a maternal death, whether there were obstetric 
complications or other associated disease, and, with 
their judgment being based upon the academic ideal, 
whether the death was preventable. 

It is the opinion of the committee that the factors 
contributing to maternal deaths must be examined 
critically and thot they must be assessed conscientious- 
ly in relation to the best possible standards of medical 
practice. Their concept of preventability involves three 
assumptions: (1) that the physician possesses all the 
knowledge currently availoble relating to the factors 
involved in a death; (2) that he has reached a high 
level of technical ab‘litv; and (3) that he has had 
available to him all the facilities present in a well- 
organized, properly equipped hospital. The responsi- 
bility for death is assigned to the patient, physician, 
consultant, hospitol, or any combination of these. In 
the discussion of the case the factors that are involved 
are determined. These are listed and involve one or 
more of the following c»tegories: (1) prenatal care, 
(2) technique, (3) no or incompetent consultation, 
(4) recognition of complications, (5) management of 
complications, (6) inadequate facilities, and (7) any 
other factor. The underlying cause of death is deter- 
mined, if possible, and other contributing causes are 
listed. 

After summarizing the committee’s discussion of 
each case, the secretary includes that information in 
a letter, the first and last paragraphs of which are of 
standard form describing the purposes and principal 
aims of the Maternal Welfare Committee. The letter 
is so worded that the attending physician who receives 
it will know that the committee is not criticizing him 
or censuring him for his management of the particular 
case. If the case is considered preventable, various 
recommendations are given, which, if followed in the 
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future on similar cases, would perhaps not result in 
death of the patient. It is explained that the commit- 
tee’s evaluations are completely without bias and that 
the identity of the patient, the attending physician, 
and the hospital are unknown to the committee and 
those present at the discussion. Further, the committee 


TaBLeE 1.—Live Births, Maternal Deaths and Rates per 10,000 
Live Births as Recorded by the Detroit Department of Health 
and the Maternal Welfare Committee of the Wayne County 
Medical Society, for the Years 1948-1952* 

Maternal Deaths Rate/10,000 Live Births 


Live Births, Dept. of Committee Dept. of Committee 


Yr. No. Health Study Health Study 
1948 48,197 45 53 9.3 10.9 
1949 50,348 7 37 7.3 7.3 
1950 52.338 31 34 5.9 6.4 
1951 55,300 44 42 7.9 75 
1952 57,115 35 40 6.2 7.0 

263,298 192 206 7.3 7.8 

* From 


extends a cordial invitation to the physician to come 
to any of its meetings and to take part in its discus- 
sions if he so wishes. 

Follow-Up.—In addition to the letters sent to the 
attending and consulting physicians in the case, a 
summary of the findings is also sent to the adminis- 
trator of the hospital and the hospital department 
chief. Each year the Maternal Welfare Committee 
makes its report to the Wayne County Medical Society; 
this is printed in the Detroit Medical News. The report 
is a complete account of the number of deaths studied 
by the committee, with tables showing the causes of 
death, preventability, and the factors of responsibility. 
The factors are listed in the order of relative impor- 
tance in each of the three categories: physician respon- 
sibility, patient responsibility, and hospital responsi- 
bility. A brief discussion is usually included on the 
important obstetric hazards that have been brought to 


the attention of the committee in their study; sugges-. 


tions are made as to ways and means of lessening 
those hazards. 

A five-year study of maternal deaths in the city of 
Detroit during the years 1948 through 1952 was pre- 
sented to the Michigan Society of Obstetricians and 
Gynecologists at their meeting in February, 1955. 
These obstetricians and gynecologists devote one of 
their meetings every other year to discussion of the 


TABLE 2.—Causes of Maternal Deaths, Number and Percentage 
of Such Deaths and Autopsies Performed, 1948-1952° 


Deaths Studied Autopsies Performed 


Cause No. % No. % 
78 37.9 35 44.8 
43 20.8 19 44.2 
31 15.1 10 32.3 
23 11.2 13 56.5 
on 12 5.8 5 41.7 
19 9.2 9 47.4 
Nonrelated deaths ............ 49 19.2 21 42.8 
Total deaths studied.......... 255 


* From Ott. 


study made by the Maternal Welfare Committee of 
the Wayne County Medical Society; one meeting in 
each alternate year is devoted to a discussion of the 
statewide study. 

Brief specific articles regarding various obstetric 
problems are prepared and published from time to 
time in the Detroit Medical News. The committee has 
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initiated efforts to publicize the need for education of 
the laity and their part in preventing maternal deaths; 
it has met with the press in order to provide material 
for stories on the function and achievements of the 
committee; programs for radio and television have 
also been developed. 

Material gained from the study by the Maternal 
Welfare Committee in Detroit has been the source of 
information used by members of the committee for 
preparation of papers presented before other state 
medical meetings. These papers are published in the 
various state medical society journals and, therefore, 
afford an opportunity for physicians in other states 
to become acquaint:d with what is being done in 
Michigan and Detroit. These articles have not only 
been published in state journals but have appeared in 
such national journals as THE JOURNAL of the American 
Medical Association and the American Journal of 
Obstetrics and Gynecology. 

In order that the program of the Maternal Welfare 
Committee will be familiar to graduating students of 
medical schools, the committee conducts occasional 
meetings or obstetric seminars at the Wayne Univer- 
sity College of Medicine. In addition, several hospitals 
have requested talks by committee members to both 


TABLE 3.—Distribution of Patients with Obstetric Complication, 
Associated Disease, and Preventable Factors in the 206 Deaths 
Classified as Maternal by the Maternal Welfare 
Committee, 1948-1952° 


Obstetric Associated Preventable 
Complication Disease Factors 
Cause No. No. % No. % No. % 

Hemorrhage ........... 78 78 100 13 16.6 73 93.6 
Cardiovascular ......... 43 22 51.2 39 90.7 29 67.2 
RR 31 31 100 12 38.7 30 96.8 
DEE “ccesctacsensawe 23 23 100 7 30.4 22 95.6 
SED Svkcncccsoscs 12 lz 100 4 33.3 10 83.4 
Miscellaneous ........... 19 16 84.2 10 52.6 y 47.4 
206 182 88.3 85 41.3 173 84.0 


* From Ott. 


their total members and their intern and resident staff 
on current problems in obstetrics as brought into focus 
by the committee study. 

Results: Statistical Analysis —Two hundred fifty-five 
deaths were studied during the five-year period from 
1948 to 1952; the Maternal Welfare Committee classi- 
fied 206 of these as maternal deaths, that is, deaths 
due to both obstetric and nonobstetric causes, and 49 
as deaths caused by nonrelated factors. The Detroit 
Department of Health, over the same period of time, 
classified 192 of them as maternal deaths. Table 1 
shows the relationship of live births, aternal deaths, 
and the rate of maternal deaths per 10,000 live births 
as recorded by both the Detroit Department of Health 
and the Maternal Welfare Committee of the Wayne 
County Medical Society. The Detroit Department of 
Health statistics for the next three-year period (1953- 
1955) was 4.0 per 10,000 live births (0.4 per 1,000 live 
births); this is indicative of the progress being made 
in Detroit. The 206 deaths classified as maternal by 
the Maternal Welfare Committee were further classi- 
fied according to cause of death into six categories as 
indicated in table 2. The percentage rates of these 
chief causes are given, plus the number and percent- 
age of autopsies performed. 
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Table 3 further breaks down the six categories of 
the causes of maternal death into those due to obstet- 
ric complications and those due to associated disease; 
it also gives the number of cases in which preventable 
factors were found to exist. Table 4 is a detailed analy- 
sis of the 206 maternal deaths relative to the number 
and percentage with preventable factors and major 
responsibility assignment. It is noted that the major 
responsibility in 71.9% of these deaths with prevent- 
able factors was assigned to the physician; only 9.7% 
were assigned to the patient and 2.4% to the hospital. 
Of the 206 deaths that the committee considered ma- 
ternal, 11.6% were classified as not preventable; pre- 
ventability factors and responsibility could not be 
determined by the committee in the remaining 4.4% 
of the maternal deaths. In regard to the product of 
the pregnancy in the 206 maternal deaths, analysis indi- 
cates 90 live births, 55 fetuses born dead, and 28 fe- 
tuses not delivered; 33 cases were due to either ectopic 
pregnancy or a resultant abortion. 

The Maternal Welfare Committee made further de- 
tailed analyses of these maternal deaths. The six cate- 
gories of the causes of maternal deaths were correlated 
to (1) the method of delivery; (2) various termina- 
tions of pregnancy other than regular delivery; and 
(3) patient factors of preventability, such as the pa- 


TABLE 4.~Maternal Deaths, Preventability and Responsibility, 


1948-1952* 
Preventable Factors Not 
Prevent- Not De- 
Patient Physician Hospital able termined 
Cause No. No. % No. % No. % No. &% No. %&% 
Hemorrhage 78 7 9.0 65 83.3 1 1.3 5 
Cardiovascular 43 3 70 MR 60.5 .. 2 2.3 
Toxemia 3 9.7 27 87.1 1 3.2 
Infection 23 5 21.7 16 69.6 1 44 én 1 4.4 
Anesthesia 12 9 1 8.3 my 
Miscellaneous 19 2 10.5 § 68 2 105 6 317 4 «21.0 
Total 206 «20 9.7 148 71.9 ) 24 4% 116 9 44 
* From 


tient’s delay in seeking initial care or delay after symp- 
toms and her failure to appear for appointments or to 
follow the advice of the physician. The largest factor 
in patient preventability was that of delayed initial 
care; this accounted for 44.2% of the deaths classified 
as preventable and the responsibility of the patient. 
Detailed analyses of the factors causing the maternal 
deaths that were assigned as the responsibility of the 
physician indicate that inadequate or improper treat- 
ment accounted for 32%; 22.7% were due to complica- 
tions that the physician failed to recognize; and 19.7% 
showed poor or no evaluation of hazards. Improper 
timing of operation, the use of an improper drug or 
procedure, and failure to seek consultation accounted 
for the remaining 25.6%. In the deaths considered in 
some degree to be the responsibility of the hospital, 
inadequate professional standards was the factor in 
26, or 40.6%, of the cases; inadequate facilities in 24, 
or 37.5%; and inadequate personnel in 14, or 21.9%. 

Each of the six categories of the causes of maternal 
deaths was further analyzed as to the detailed cause 
of death. In the category of hemorrhage, it was found 
that postpartum uterine atony accounted for 19 deaths, 
ruptured uterus for 17, and ruptured ectopic preg- 
nancy for 13. Other hemorrhage deaths were due to 
such causes as abruptio placentae, placenta previa, and 
laceration of the cervix. In the cardiovascular category, 
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rheumatic heart disease was found to be the cause of 
20 deaths, hypertensive cardiovascular disease of 11, 
vascular pulmonary embolus of 6, and amniotic fluid 
embolism of 3. In the toxemia category, eclampsia 
caused 20 deaths, preeclampsia 5, hypertension 5, and 
chronic nephritis 1. Infection following cesarean sec- 


TaBLe 5.—Distribution of Maternal Deaths with Regard to 
Preventability Factors, 1954-1955° 
Not 


Not 
Cause No. Preventable Preventable Determined 
Hemorrhage 5 1 1 


6 
7 
Cardiovascular 7 3 ‘ 
3 2 ‘ 1 
2 1 1 
3 2 1 
31 21(67.7%) 5(16.1%) 516.1%) 


* From Longyear, table, p. 10, with modifications. 


tion accounted for nine deaths; infection associated 
with abortion was the specific cause of seven deaths; 
postpartum (unspecified) infections accounted for 
four; and infections associated with ectopic pregnancy 
accounted for three deaths. In the anesthesia category, 
spinal anesthesia accounted for six deaths, inhalation 
anesthesia for five, and caudal for one. The miscellane- 
ous causes included electrolyte imbalance in five cases; 
incompatible blood transfusion in two; hepatitis, air 
embolism, potassium permanganate poisoning, and 
chorioepithelioma for one each. This detailed classifi- 
cation of causes of death was further correlated with 
the major responsibility as assigned to the patient, 
the physician, or the hospital as well as with whether 
the preventable factors were undeterminable and 
whether the death was not preventable. 

The nonrelated, nonobstetric deaths were also ana- 
lyzed. They included the communicable diseases; in- 
fectious diseases; such infections as pyelonephritis; 
such cardiac diseases as hypertensive and rheumatic 
heart disease; vascular disease, such as cerebral hem- 
orrhage and thrombosis, that was not considered as 
the result of pregnancy complications; hemorrhages, 
such as those from a duodenal ulcer; blood dyscrasias; 
various malignancies; and others. Even though these 
nonrelated, nonobstetric deaths were relatively un- 
important, the committee did determine preventability 
factors and assign responsibility in all cases possible. 
It is interesting to note that in this group of 49 deaths, 
37 were classified as not preventable, 7 were classified 
as preventable with the major responsibility that of 


TABLE 6.—Maternal Deaths, Preventability and Responsibility, 
1954-1955* 


Responsibility 


Pre- Patient Physician Hospital 
vent- 
Cause No. able Full Partial Full Partial Full Partial 
Hemorrhage ...... s 6 3 5 5 
NEE axécevenes 8 7 3 1 5 3 
Cardiovascular ... 7 3 1 1 2 2 
Infection .......6. 3 2 1 1 
Anesthesia ....... 2 1 1 
3 2 2 
31 21 4(12.9%)6 5(16%)12 10 


* From Longyear, table, p. 10, with modifications.? 


the physician, 3 were classified as preventable with the 
major responsibility that of the patient, and 2 were 
undeterminable. 

An analysis of the last three years of the study are 
in the process of compilation at this time. Tables 5 
and 6 represent a partial analysis for the 1954-1955 
fiscal year. Of 31 maternal deaths, 21, or 67.7%, were 
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considered preventable, with hemorrhage and toxemia 
leading the list of causes. The patient was believed 
fully responsible in 12.9% of the cases and the physi- 
cian in 16% (table 6). In 38.6% of the preventable 
deaths, responsibility was assigned partially to physi- 
cian, patient, and hospital in various combinations. 
In the deaths assigned either partially or fully to the 
responsibility of the physician, the factor of greatest 
incidence was failure on the physician’s part to recog- 
nize or to evaluate properly evidence of complications; 
inadequate treatment of complications, failure to ob- 
tain consultation, and inappropriate choice of pro- 
cedure or drug followed as factors of decreasing 
numerical importance. The committee found that in- 
adequate facilities and lack of accepted professional 
standards were the preventable factors assigned as 
the responsibility of the hospital. Delay in obtaining 
medical care was the most frequent factor in patient 
responsibility, while failure to follow the instruc- 
tions of the physician and self-induced abortion or 
injection of injurious drugs were also factors of im- 
portance. 

Comments and Conclusions.—Since 1941, except for 
a three-year interruption during World War II, the 
Maternal Welfare Committee of the Wayne County 
Medical Society has conducted a continuous study of 
maternal deaths in Detroit. Various methods of opera- 
tion have been tried, and ways and means for making 
the study as effective as possible have been explored. 
From time to time, various techniques have been in- 
corporated in the study. In 1949, open committee meet- 
ings were inaugurated. All members of the profession, 
including medical students, interns, and residents, 
were invited to attend. Because the attending physi- 
cian did not often respond to a separate letter of invi- 
tation to the meeting at which his case was to be 
discussed, the committee obtained permission from 
the council of the Wayne County Medical Society to 
send a letter to each attending physician who has had 
a case discussed by the committee. This letter con- 
tains the detailed findings and recommendations re- 
sulting from a complete analysis of the particular case 
in question. Since 1953, in addition to sending the 
letter to the attending physician, the committee has 
been sending a similar letter to the hospital adminis- 
trator and to the chief of staff of the hospital in which 
the death occurred. In 1951 the committee developed 
uniform case protocols, copies of which are sent, before 
each meeting, to the physicians whose cases are being 
discussed, to all members of the committee, and to the 
obstetric departments of the hospitals in Wayne Coun- 
ty. In 1951 an internist and a pathologist were added 
to the committee, and since 1954 the membership has 
included an anesthesiologist. 

Since 1950, an obstetric consultation program has 
been sponsored by the committee. This is a volunteer 
program, with specialists on the committee agreeing 
to serve. Consultation is given without fee for indigent 
cases in hospitals not having obstetric specialists on 
their medical staff. In addition, the Detroit Depart- 
ment of Health, in cooperation with the committee, 
has established prenatal lectures as well as clinic serv- 
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ice for patients of the lower economic groups who are 
often not hospitalized. Effective dissemination of spe- 
cialized information to the busy practitioner has always 
been a problem. In an effort to help alleviate this, the 
committee is promoting the publication of articles 
designed to present recent advances in obstetrics. 
These frequently appear in the weekly Detroit Medi- 
cal News. 

Through the medium of its open meetings, the com- 
mittee has endeavored to have cases presented over 
certain periods of time that would emphasize the 
varied aspects of recurrent complications encountered 
in its study. By a concentration of discussions on cer- 
tain problems and complications that occur frequently, 
the committee has been able to establish mutually 
acceptable standards of management of such cases. 
Also, when cases of maternal death are reviewed that 
illustrate relatively rare problems, the committee has 
endeavored to obtain discussions on these particular 
problems by physicians who have particular interest 
in, or information on, these complications. In these 
and other ways, the committee is always planning for 
more proficiency and effectiveness in its study of ma- 
ternal deaths. 

Recently, the Maternal Welfare Committee has rec- 
ommended that a subcommittee or board of review be 
established to examine all case material available, 
determine those cases that are most suitable for dis- 
cussion, and, in cases where information is not com- 
plete, request such additional data as the board of 
review feels is necessary. In this way, then, it is antici- 
pated that the committee study will contribute more 
valuable data to the current postgraduate educational 
program. The proposed board or subcommittee would 
also review and classify at interim meetings all cases 
that are not presented for review at the regular month- 
ly open meetings. 

In conclusion, the philosophy of the Wayne County 
experience can be summed up in two quotations by 
a former chairman of the Maternal Welfare Commit- 
tee. He points out that “Critical reviews of maternal 
deaths have become essential in determining what are 
the current problems in obstetric practice. Their eval- 
uation is necessary to discover our professional short- 
comings.” ® He states in his committee report for 1953- 
1954 that “Preventability and responsibility of the 
maternal deaths studied are designated as a means of 
determining areas of currently significant obstetrical 
problems for which effective solutions are needed. . . . 
It is the conviction of the Committee that only by 
honestly recognizing the existing problems and by 
sincerely attempting to find satisfactory answers can 
true professional progress be maintained.” * 
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ARIZONA 

Cancer Seminar in Phoenix.—The American Cancer society, 
Arizona division, will hold its 1957 cancer seminar, Jan. 10-12, 
1957, at the Paradise Inn in Phoenix. Dr. Edward H. Bregman, 
Phoenix, president of the division, will serve as chairman and 
Dr. James D. Barger, Phoenix, as co-chairman. Credit for at- 
tendance will be given by the Academy of General Practice. 
Out-of-state speakers will include Drs. Joseph W. Gale and 
John Z. Bowers, Madison, Wis.; Leo H. Garland and David A. 
Wood, president, American Cancer Society, San Francisco; 
David C. Dahlin, Rochester, Minn.; J. Vernon Luck, Los Ange- 
les; Eugene P. Pendergrass, Philadelphia; Hans G. Schlum- 
berger, Columbus, Ohio; Dominic A. DeSanto, San Diego, 
Calif.; Joe V. Meigs, Boston; and Alfred A. Gellhorn, New York. 
For registration, write to Arizona Division, American Cancer 
Society, 1429 N. Ist St., Phoenix. 


ILLINOIS 


Personal.—Col. Roland I. Pritikin, M. C., U. S. Army Reserve, 
Rockford, recently returned from the International Congress of 
the History of Science, Florence, Italy, where he spoke on 
“History of Treatment of Congenital and Hereditary Eye De- 
fects” and “History of the Introduction to the Management of 
Mass Eye Casualties Resulting from Radiation Trauma.” 


Chicago 

Lectures on the Growth of Medicine.—Northwestern University 

Medical School will present the 1957 lectures in “The Growth 

of Medicine,” Tuesdays, 5-6 p. m., in room 641 of the Ward 

Memorial Bldg., 303 E. Chicago Ave. The January schedule 

includes the following lectures: 

Jan. 8, Barry J. Anson, Ph.D., professor of anatomy, The Debt of Medicine 
to Ancient Greece and Rome. 

Jan. 15, Frederick Stenn, associate professor of medicine, The Medicine ot 
Primitive and Ancient Man. 

Jan. 22, Raymond W. McNealy, associate professor of surgery, emeritus, 
The Influence of the Cook County Hospital on Medical Education in 
the United States. 

Jan. 29, Benjamin Boshes, professor of nervous diseases, The Development 
of Our Knowledge of Psychiatry. 


Lectures on History of Surgery.—On Tuesday, Jan. 8, 1957, at 
8 p. m. the International College of Surgeons will present “Early 
French Surgery” by Dr. G. Kasten Tallmadge, professor of the 
history of medicine, Marquette University School of Medicine, 
Miiwaukee. All physicians are welcome to attend the lecture, 
which will be given at the Surgeons’ Hall of Fame, 1524 Lake 
Shore Dr. 


Course in Radiation Physics.—The annual course in radiation 
physics and the James T. Case Lectures for residents in radiology 
at the hospitals associated with Northwestern University Medical 
School will be open to all interested physicians (Monday and 
Thursday, 6:45-9 p. m., Jan. 7—May 7, 1957, in the Morton 
Research Building, 303 Chicago Ave.). For further information 
write to the Director, Graduate Division, Northwestern Uni- 
versity Medical School, 303 E. Chicago Ave., Chicago 11. 


University News.—Dr. William M. S. lronside of the Royal In- 
firmary, Edinburgh, Scotland, has been appointed assistant pro- 
fessor of otolaryngology in the department of surgery at the 
University of Chicago School of Medicine. Dr. Ironside served 
as a fellow and instructor in otolaryngology at the university for 
the year ending July 31, 1955. Mrs. Ironside is also a physi- 
cian.——Dr. John F. Kramer, formerly on the faculty of the Yale 
University School of Medicine, New Haven, Conn., has been 
named associate professor of psychiatry at the University of 
Chicago School of Medicine. Dr. Kramer has been affiliated 
with Children’s Hospital, Los Angeles; the Alfred I. Dupont 
Institute, Wilmington, Del.; Child Development Institute, New 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


York Hospital; and the Rochester (N. Y.) Child Health Insti- 
tute.——Dr. William A. J. Crane, lecturer in pathology at the 
University of Glasgow, Scotland, has joined the staff of the Ben 
May Laboratory of Cancer Research at the University of Chi- 
cago School of Medicine. Dr. Crane is a member of the Scottish 
Society of Experimental Medicine, the Pathological Society of 
Great Britain and Ireland, the Royal Medical Society of Glas- 
gow, and the British Medical Association.——Dr. John T. Gray- 
hack has been named director of a new laboratory for research 
in urology at Northwestern University Medical School. The lab- 
oratory was made possible by the Lucy and Edwin Kretschmer 
Fund, created in honor of his wife and son by the late Dr. 
Herman L. Kretschmer, a past-president and treasurer of the 
American Medical Association and a Northwestern alumnus, 
who died in 1951.——Northwestern University Medical School 
announces the appointment of Dr. Zachary Felsher, formerly on 
the faculties of the University of Chicago and the University of 
Illinois, as assistant professor in dermatology; Dr. Frank J. Fara, 
chief of obstetrics and gynecology at St. Anthony de Padua 
Hospital in Chicago and at MacNeal Memorial Hospital in 
Berwyn, as assistant professor in obstetrics and gynecology; and 
Dr. Harold Koenig, chief, department of neurology, Veterans 
Administration Research Hospital at the Northwestern Medical 
Center, as assistant professor in neurology and psychiatry.—— 
Dr. Chi Kong Liu has been promoted to clinical associate in 
medicine at Chicage Medical School. Dr. Liu, a native of Can- 
ton, China, received his medical degree at National Central 
University in Nanking, completed his internship and residency 
in China, and entered Stanford University School of Medicine, 
Stanford University—San Francisco, for postgraduate studies, 
serving as a fellow in medicine and a fellow in cardiology. Dr. 
Liu is co-author of a new book on cardiac pressures and pulses 
with Dr. Aldo A. Luisada, head of the department of cardiology 
at Chicago Medical School. 


MASSACHUSETTS 

Meeting on Gastroenterology.—The Boston Gastroenterological 
Society (Dr. John J. Byrne, president) will hold a dinner meet- 
ing for members and guests, Jan. 9, 1957, 6:30 p. m. “Diseases 
of the Pancreas” will be the subject of a panel discussion in 
which “Cancer of the Pancreas” will be presented by Dr. 
Charles G. Child III, professor of surgery, Tufts College Medical 
School; “Acute Pancreatitis” by Dr. Perry J. Culver, associate 
in medicine, Harvard Medical School; “Laboratory Aids in the 
Diagnosis of Pancreatic Disease” by Dr. Franz J. Ingelfinger, 
associate professor of medicine, Boston University School of 
Medicine; and “Surgery of the Sequelae of Pancreatitis” by Dr. 
Kenneth W. Warren, department of surgery, Lahey Clinic. 


MISSOURI 

Hanau Loeb Lecture.—The Alpha Pi chapter of Phi Delta Epsi- 
lon fraternity at the St. Louis University School of Medicine 
will hold its 12th annual Hanau W. Loeb Lectureship Jan. 8, 
1957, at 5 p. m. The guest speaker, Dr. Shields Warren, Harvard 
Medical School, Boston, will discuss “Man and His Atomic En- 
vironment.” Dr. Warren is the former director of the division of 
biology and medicine, U. S$. Atomic Energy Commission. 


NEW YORK 

Society News.—At a meeting of the Westchester chapter, Ameri- 
can Federation for Clinical Research, Nov. 15, at the Nurses’ 
Auditorium, White Plains Hospital, Dr. Charles Weller Jr., 
Larchmont, presented “The Oral Anti-Diabetic Compounds” 
and Drs. John J. Kneisel, White Plains, and O. Alan Rose, New 
York City, presented “Two Cases of Diencephalic Syndrome, 
One Treated with Splanchnicectomy and One with Reserpine.” 


Pilot Project in Mental Hygiene Institutions.—A program to in- 
crease volunteer services in the state’s mental hygiene institu- 
tions was inaugurated in August with the appointment of a 
statewide director of volunteers, Miss Barbara Griffiths, former 
director of volunteers at Hudson River State Hospital. According 
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to Dr. Paul H. Hoch, commissioner of mental hygiene, the effect 
of a volunteer program on hospital-community relationships was 
successfully proved in the experimental project at the Hudson 
River State Hospital. As a first step in the new program, Miss 
Griffiths will survey the needs and the ability to meet these 
needs in each of the state’s 27 institutions and the community 
it serves. The expanded volunteer program is being initiated 
under a grant obtained from the Doris Duke Foundation, New 
York City, by the New York State Society for Mental Health. 


Hospital News.—Grants of $256,400 for research and nonoperat- 
ing purposes at Hillside Hospital, Glen Oaks, L. I., were recently 
announced by Dr. Joseph S. A. Miller, medical director. Hillside 
is a nonprofit mental hospital affiliated with the Federation of 
Jewish Philanthropies.——The Salvation Army announces the 
appointment of Drs. Samuel D. Blum, New York City, and 
Ancel U. Blaustein, Hollis, L. I., to the staff of the new Booth 
Memorial Hospital in Queens. Dr. Blum is a clinical professor 
and Dr. Blaustein is assistant professor of pathology at the New 
York Medical College, Flower and Fifth Avenue Hospitals. 
Booth Memorial Hospital (North Hempstead Turnpike and 
Main Street, Flushing) was scheduled to be completed in De- 
cember. The 200-bed institution will provide general care for 
middle-income families, facilities for the study of geriatrics, and 
the continuation of the program for unmarried mothers. 


University News.—Dr. Kwang Soo Lee, associate professor of 
pharmacology, Jefferson Medical College of Philadelphia, has 
been appointed associate professor of pharmacology at the State 
University of New York College of Medicine at New York City, 
Brooklyn. Dr. Lee holds the degrees of M.D. and Ph.D. in 
pharmacology from Keijo Imperial University, Japan, and of 
Ph.D. in biochemistry from Johns Hopkins University, Balti- 
more.——Albany Medical College announces the formation of a 
department of microbiology, an outgrowth of the departments 
of bacteriology and pathology. Scott V. Covert, Ph.D., has been 
named professor and chairman of the new department, which 
will have the primary duty of conducting microscopic studies of 
bacteria, viruses, fungi, and parasites in relation to infectious 
diseases. His staff will also assist in the training of medical 
technologists at Albany Hospital and in the teaching of nurses 
at the Albany Medical Center School of Nursing.——Dr. Douglass 
S. Thompson, clinical instructor in medicine at New York Uni- 
versity College of Medicine, was named university physician, 
to succeed Dr. John E. Sawhill, who retired after 32 years of 
service. Dr. Thompson has served as New York University in- 
tern and resident at Bellevue Hospital and, since 1953, as an 
assistant in medicine at the college of medicine. For the last 
two years he also has been a U. S. Public Health Service trainee 
at Bellevue. Dr. Thompson is secretary of subsidiary board A 
of the National Board of Medical Examiners, New York City, 
and a member of the research committee of the American Col- 
lege Health Association. 


New York City 

Dr. Graef Honored.—Dr. Irving P. Graef, who has been a leader 
in the work of the National Committee for Resettlement of 
Foreign Physicians (31 Union Sq. W.) since its organization in 
1939, was honored Nov. 5 as the retiring chairman of the board 
of directors “for his distinguished efforts in helping foreign 
physicians reestablish themselves in their profession in the 
United States.” He was presented with a bronze plaque and 
two volumes of letters of appreciation at a luncheon in his 
honor at the New York Academy of Medicine. Dr. Graef will 
remain national vice-chairman of the committee. Dr. Robert 
Boggs, former dean of the New York University Post-Graduate 
Medical School, is the new chairman of the board. Dr, Graef 
has served as secretary-treasurer of the Society of Experimental 
Biology and is associate editor of Diabetes——The Journal of the 
American Diabetes Association. He is a member of the board of 
directors of National Medical Fellowships, which provide money 
for Negro medical students for postgraduate study in medical 
schools. 


Personal.—Dr. Abraham Kardiner, clinical professor of psychiatry, 
Columbia University College of Physicians and Surgeons, recent- 
ly addressed the Long Island Psychiatric Society at its meeting 
at the Veterans Administration Hospital, Northport, on “Social 
Conditions Under Which Psychiatry Arose and Can Survive.”—— 
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Dr. Maurice L. Tainter, director of the Sterling—Winthrop Re- 
search Institute in Rensselaer, has been elected a trustee of 
Albany Medical College. He is a past-president of the New York 
Academy of Sciences, and formerly was head, department of 
physiological sciences, Stanford University in California.——Dr. 
Maxwell L. Littman, research associate, department of micro- 
biology, Mount Sinai Hospital, was elected chairman of the 
division of mycology of the New York Academy of Sciences for 
the 1957 term. He is co-author of “Cryptococcosis-Torulosis” 
with Dr. Lorenz E. Zimmerman of the Armed Forces Institute 
of Pathology, Washington, D. C.——Dr. Francis S. Caliva, assist- 
ant professor of medicine, State University of New York College 
of Medicine, Syracuse, has been appointed medical director of 
the Syracuse Dispensary, 601 E. Fayette St., succeeding Dr. 
Richardson K. Noback, who resigned to become affiliated with 
the University of Kentucky College of Medicine, Louisville. —— 


Dr. Bernard Kalfayan has been appointed director of laboratories 


at the Roosevelt Hospital. Born in Turkey and now a naturalized 
American citizen, Dr. Kalfayan was graduated from the Ameri- 
can University of Beirut, School of Medicine, Lebanon. He has 
served as assistant professor of pathology at Cornell University 
Medical College, associate attending pathologist at New York 
Hospital, associate pathologist at Roosevelt Hospital, and direc- 
tor of laboratories of Beekman-Downtown Hospital. 


OREGON 

Personal.—Dr. Howard P. Lewis, professor of medicine, Uni- 
versity of Oregon Medical School, Portland, has been appointed 
to the National Advisory Heart Council, according to an an- 
nouncement by the surgeon general of the Public Health Service. 


Professor of Obstetrics and Gynecology.—Dr. Ralph C. Benson, 
San Francisco, has been appointed as professor and as the first 
full-time head of the department of obstetrics and gynecology 
at the University of Oregon Medical School, Portland. Dr. Ben- 
son previously served as associate professor of obstetrics and 
gynecology at the University of California Medical School, San 
Francisco. Dr. Howard C. Stearns, Portland, who has been a 
faculty member since 1932 and clinical professor and head of the 
department since 1945, will continue as clinical professor and 
will assume the post of senior consultant. 


TENNESSEE 


Course on Diseases of the Chest.—A course on diseases of the 
chest will be sponsored by the council on postgraduate medical 
education of the American College of Chest Physicians with the 
cooperation of the southern chapter of the ccllege and the 
Vanderbilt University School of Medicine, Nashville, at the 
school of medicine, Jan. 14-19, 1957. The tuition fee, $75, in- 
cludes five luncheons. Out-of-state participants will include Drs. 
J. Winthrop Peabody, Washington, D. C.; Gerritt W. H. Schep- 
ers, Saranac Lake, N. Y.; M. Jay Flipse, Miami, Fla.; Alvis E. 
Greer, Houston, Texas; Osler A. Abbott, Emory University, Ga.; 
Lawrence H. Strug, New Orleans; John S. Harter, Louis- 
ville, Ky.; and Robert P. Glover, Philadelphia. Forty-two hours 
of informal credit will be allowed by the Academy of General 
Practice. Applications may be sent to the American College of 
Chest Physicians, 112 E. Chestnut St., Chicago 11. 


WASHINGTON 

Professor of Pediatrics.—Dr. Robert A. Aldrich, associate pro- 
fessor of pediatrics at the University of Oregon Medical School, 
Portland, has been appointed by the University of Washington 
School of Medicine, Seattle, as head of the department of pedi- 
atrics. Dr. Aldrich previously served as a resident for three years 
at the University of Minnesota Hospital, Minneapolis, and an 
associate and consultant in pediatrics at the Mayo Clinic, 
Rochester, Minn. He succeeds Dr. Walter B. Seelye, who has 
been forced to limit his activity because of illness. 


Health Officers Needed.—The Washington State Personnel Board 
(212 General Administration Bldg., Olympia) announces that 
applications will be accepted until further notice for (1) district 
health officer (salary, $864 to $1,032) and (2) medical health 
officer (salary, $692 to $826). Applicants must be graduates of 
an approved school of medicine, including or supplemented by 
a one-year rotating internship. In addition, district health officer 


| 


Vol. 162, No. 18 . 


applicants must have completed one year of graduate training 
in public health and must have had (1) at least two years of 
successful full-time experience in public health work; or (2) ap- 
proved public health residency training, which may be substi- 
tuted year for year for the required experience; or (3) three 
years of successful, full-time, professional medical practice. A 
license to practice medicine in the state of Washington must be 
acquired before probationary appointment or at the first meet- 
ing of the board of medical examiners after such appointment. 
Residence in the state is not required before appointment. A 
recent photograph should accompany application. 


WEST VIRGINIA 

Cancer Registry.—A central cancer registry, under the joint 
sponsorship of the state department of health and the West 
Virginia Cancer Society, will be available on and after Jan. 1, 
1957. The registry will be housed with the state department of 
health, and the personnel will be associated closely with the 
divisions of cancer control and vital statistics. The central regis- 
try, which initially will have the cooperation of at least 11 hos- 
pitals, will provide a systematic follow-up of all cancer patients 
and keep them under adequate lifetime medical observation. 


GENERAL 

Course on Radiologic Safety.—A full-time course in radiologic 
safety will be given Jan. 7-18, 1957, by the New York University 
Post-Graduate Medical School in cooperation with the U. S. 
Atomic Energy Commission. The course is designed for physi- 
cians, engineers, and persons in research laboratories. For the 
convenience of those who cannot take the course full time, it 
will be repeated on a part-time basis from Jan. 30 to May 22. 
There will also be an optional laboratory session from Jan. 21 
to Feb. 1. For information, write to the Dean, Post-Graduate 
Medical School, 550 First Ave., New York 16. 


Seminars on Thyroid-Uptake Measurement.—The medical divi- 
sion of the Oak Ridge (Tenn.) Institute of Nuclear Studies will 
present six thyroid-uptake seminars this winter and spring, to 
provide instruction in a standard method of calibrating the up- 
take of radioiodine by the thyroid. Seminars A and B (Jan. 14- 
15 and Feb. 11-12, 1957) will be limited to participants in the 
Oak Ridge survey of thyroid-uptake measurement. Seminars 
1 and 2 (March 18-19 and April 15-16) will be open to a limited 
number of qualified physicians and physicists who have not 
participated in the institute’s thyroid-uptake calibration survey. 
The fee will be $25. Seminar 3 (May 17) will be open only to 
representatives of manufacturers of thyroid-uptake equipment. 
A maximum of 60 participants will be accepted, and a $25 fee 
will be charged. Seminar 4 (June 10-14) will accommodate a 
total of 30 technicians employed under the direction of physi- 
cians who have attended one of the previous seminars. This 
experimental seminar will train technical assistants for work 
with professional staff members. A fee of $25 per person will be 
charged. Information concerning any of the seminars, and appli- 
cation forms may be obtained by writing Mr. William Busby, 
Oak Ridge Institute of Nuclear Studies, Medical Division, P. O. 
Box 117, Oak Ridge, Tenn. 


Industrial Accidents Decrease.—The National Safety Council 
(425 N. Michigan Ave., Chicago 11) reports that industria] in- 
jury rates for 1955 showed a reduction in frequency and an in- 
crease in severity compared with those of 1954. Of the 40 basic 
industry classifications, 25 reduced their frequency rates. Al- 
though more than half reduced their severity, this reduction did 
not make up for the increases of others. The average accident- 
frequency rate for employees in all industries submitting com- 
pany reports to the council, based on the number of disabling 
injuries per million man-hours, was 6.96 in 1955, a reduction of 
4% from the year before. This is the first time that the all-industry 
rate has been held to less than 7. The lowest employee frequency 
rate (0.86) was reported by the communications industry. This 
was a 34% improvement from the 1954 rate, which was also the 
lowest for all industries. Electrical equipment held second place 
with a rate of 2.13, a 15% reduction. Aircraft manufacturing and 
cement made 21% improvements. The average accident severity 
rate for all industries reporting to the council, based on the num- 
ber of days lost per million man-hours, was 815 last year—an 
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increase of 2%. Tobacco, with a rate of 87 and a 1955 reduction 
of 59%, was first in the severity column; communications was 
second, with a rate of 97; and service industries third, with a 
rate of 105. 


Foundation for Eye Care.—The National Medical Foundation 
for Eye Care, a nonprofit scientific and educational institution, 
has been incorporated in New Jersey, “to provide American 
ophthalmology with an agency to present to the public generally 
and to fellow physicians pertinent information on the care and 
treatment of the eyes.” Dr. Ralph O. Rychener, Memphis, Tenn., 
is president of the foundation; Dr. Edwin F. Tait, Norristown, 
Pa., vice-president; and Dr. Charles E. Jaeckle, East Orange, 
N. J., secretary-treasurer. Other members of the board of trustees 
are Drs. Alson E. Braley, lowa City; Frederick C. Cordes, San 
Francisco; Paul A. Chandler, Boston; J. Spencer Dryden, Wash- 
ington, D. C.; Harold F. Falls, Ann Arbor, Mich.; Everett L. 
Goar, Houston, Texas; Erling W. Hansen, Minneapolis; Albert 
D. Ruedemann, Detroit; Barnet R. Sakler, Cincinnati; and Der- 
rick T. Vail, Chicago. The foundation invites all ophthalmologists 
and other physicians in eye care to become charter members. 
Applications are available through Dr. Charles E. Jaeckle, secre- 
tary-treasurer, at 136 Evergreen Pl., East Orange, N. J. The 
foundation will establish an administrative office in New York 
City about Jan. 1, 1957, and will also make available an affiliate 
membership for persons other than doctors of medicine who are 
interested in aiding the purposes of the foundation. 


Society News.—Newly elected officers of the American Associa- 
tion of Neuropathologists include: Dr. Ben W. Lichtenstein, 
Chicago, president; Dr. Konstantin Scharenberg, Ann Arbor, 
Mich., vice-president; and Dr. Leon Roizin, New York, secre- 
tary-treasurer.——Newly elected officers of the New England 
Roentgen Ray Society include: Dr. Leslie K. Sycamore, Han- 
over, N. H., president; Dr. Harvey R. Morrison, Boston, vice- 
president; Dr. Raymond A. Dillon, Winchester, secretary; .and 
Dr. Magnus I. Smedal, Boston, treasurer.——Officers of the Medi- 
cal Library Association include Miss Bertha B. Hallam, Portland, 
Ore., president; Mrs. Henrietta T. Perkins, New Haven, Conn., 
secretary; Miss Pauline Duffield, Austin, Texas, treasurer; and 
Mr. Thomas E. Keys, Rochester, Minn., president-elect.——The 
American Board of Legal Medicine recently elected the follow- 
ing officers: Dr. Alfred Koerner, New York City, president; Dr. 
Harold Lefkoe, Philadelphia, vice-president; Dr. Sidney I. Frank- 
lin, Youngstown, Ohio, second vice-president; Dr. Harold M. 
Pritchard, Niles, Mich., third vice-president; Dr. Maxwell M. 
Booxbaum, Bronxville, N. Y., secretary; Dr. Louis J. Gelber, 
Rockville Centre, N. Y., assistant secretary; Dr. Israel Bernard 
Malkin, Brooklyn, N. Y., treasurer; and Dr. Ewing H. Crawfis, 
Little Rock, Ark., assistant treasurer. The board’s 1957 conven- 
tion will be held in New York City immediately preceding the 
A. M. A. convention. 


Fund for Psychiatry.—The American Fund for Psychiatry ( organ- 
ized in 1954) announces fellowship awards for 1956, totaling 
$30,000, to the following medical schools and other training in- 
stitutions to support teaching appointments of these young 
physicians: 

John A. MacLeod, department of psychiatry of the University of Cincinnati 


College of Medicine, second year grant. 

Virgilio G. Santiago, Hahnemann Medical College and Hospital of Philadel- 
phia. 

Francis H. Hoffman, Temple University School of Medicine, Philadelphia, 
second year grant. 

Bernard P. Ottenberg, University of Pennsylvania School of Medicine, 
Philadelphia. 

Thomas S. Szasz, Institute for Psychoanalysis, Chicago. 


The fund raises money from corporations, foundations, and in- 
dividuals for the purpose of financing academic and research 
appointments in psychiatry. Its aim is to reduce the critical 
shortage of teachers and researchers in the mental health field. 
The awards were made by a committee of physicians under the 
chairmanship of Dr. Vernon W. Lippard, dean of the Yale Uni- 
versity School of Medicine, New Haven, Conn. In the two years 
of its existence the fund has made specific grants and fellowship 
awards in support of psychiatric research and training totaling 
$75,000. It is currently engaged in a campaign to raise $250,000 
for 1956 to finance future research grants and fellowships. 
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Outbreaks of Encephalitis.—In its communicable disease sum- 
mary for the week ended Sept. 22, the National Office of Vital 
Statistics of the U. S. Public Health Service says that Dr. Roy F. 
Feemster, Massachusetts Department of Public Health, Boston, 
has reported another suspected human case of eastern equine 
encephalitis that proved to be fatal. The total for the year is 
now 12 affected persons, of whom 7 have died. Virus has been 
isolated in four fatal cases, and serologic evidence of infection 
has been found in three of the survivors. A total of 38 cases in 
horses has been reported, from which 6 virus isolations have 
been made, and a high antibody titer was found in one surviving 
animal. Two virus isolations have been made from pheasants on 
pheasant farms. A recent confirmed case in a horse was found 
in Southbridge near the Connecticut border. Infection in 
pheasants on farms, confirmed by virus isolation, has been found 
in nearby areas of Connecticut. 

In other areas, human cases of arthropod-borne types of 
encephalitis have been found as follows: three suspected human 
cases of eastern equine infection in New Jersey and two in 
Louisiana are being investigated. Serological evidence of St. 
Louis encephalitis has been found in one case in California and 
one in Colorado. There are 12 cases in Colorado in which the 
presumptive diagnosis is of the St, Louis type of infection. 
California has reported eight cases of western equine encepha- 
litis for which there is serologic evidence of infection. Of 850 
pools of mosquitoes received for testing in this state, western 
equine virus has been isolated from 124; tests on 372 have re- 
vealed negative results, and the remainder are still being tested. 
A few cases of encephalitis are being investigated in western 
Kansas, not far from an area in Texas where cases are also 
reported to be occurring. Eight suspect cases, with one death, 
from western equine encephalitis reported in the state of Wash- 
ington in July, were still under investigation. Two cases with one 
death had occurred in Idaho, but neither had been confirmed. 


Mine Workers Welfare and Retirement Fund.—The annual re- 
port of the United Mine Workers of America Welfare and 
Retirement Fund, released Sept. 6, highlights the 10th anniver- 
sary of the fund’s operations. Benefits paid during this decade 
totaled $880,819,489.10 and aided 972,004 beneficiaries—miners, 
their families, their widows and orphans. Revenues received 
during the 10-year period totaled $1,036,650,955.03. The fund 
is organized and administered as a separate entity, independent 
of the union and the coal operators, by its three trustees, John 
L. Lewis, chairman and chief executive officer, Charles A. 
Owen, and Josephine Roche. 

The annual report shows that on June 30, 1956, there were 
61,546 retired miners receiving the $100 monthly pensions, in 
addition to federal Social Security or other income the miner 
may enjoy. The average age of these pensioned miners at re- 
tirement was 63.8, and they had worked an average of 32.3 
years in the coal industry. The annual report further shows that 
funeral expenses and widows’ and survivors’ benefits of $3,190,- 
358.94 aided 7,320 widows, orphans, and other survivors of 
deceased miners. Additional payments of $69,807 in mine disaster 
benefits aided the families of 241 miners killed or seriously in- 
jured in mine disasters during the year. 

A major development during the past fiscal year in the medical 
and hospital program, under the direction of Dr. Warren F. 
Draper, Washington, D. C., executive medical officer of the fund, 
was the opening of a network of 10 hospitals operated by the 
Miners Memorial Hospital Association (see THE JoURNAL, March 
27, 1954, pages 1101-1103). The fund’s unexpended balance as 
of June 30, 1956, was $130,172,370.58, an increase of more than 
26 million dollars over the previous fiscal year. The total reve- 
nues for the year were $154,227,174.35; the total expenditures 
were $127,662,715.10, of which 97.1% were payments aiding 
206,919 beneficiaries. All administrative costs of the fund, in- 
cluding those of its Washington headquarters and its 10 area 
medical offices, were 2.9% of the total fund expenditures. 


FOREIGN 

Personal.—Sir Russell W. E. Brain, Bt., president of the Royal 
College of Physicians, has accepted appointment as a trustee of 
the Ciba Foundation, an organization dedicated to the promotion 
of international cooperation in medical and chemical research. 


J.A.M.A., December 29, 1956 


Postgraduate Courses in Austria and Switzerland._The West 
German Federation of Physicians’ Councils has scheduled a con- 
tinuation school for medical practitioners, at which the general 
subject will be “Sulfonamide, Antibiotica and Cortisone.” Parallel 
courses will be given March 11-23, 1957, at Bad Gastein, Austria, 
and at Davos, Switzerland. The official language of the conven- 
tions will be German. Information may be obtained from Wolf- 
gang Brune at the federation’s headquarters, Haedenkampstrasse 
1, K6ln-Lindenthal, Germany. 


Training Program in Urology.—The first training program in 
Urology to be given in India will be set up by Dr. Roger W. 
Barnes, chairman of the department of urology at the College of 
Medical Evangelists, Loma Linda, Los Angeles, who left July 1 
for Vellore, India, where he will remain until next summer. The 
program will be established at the Christian Medical College, 
where Dr. Barnes will also lecture in urology under a Fulbright 
award. 


EXAMINATIONS 
AND LICENSURE 


AMERICAN BOARD OF ANESTHESIOLOGY: Part I. Various locations, July 19. 
Final date for filing application is Jan. 19. Oral. Asheville, No. Car., Mar. 
24-29. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15, Conn. 

AMERICAN BOARD OF DERMATOLOGY: Written. Several cities, June 27. 
Oral. Baltimore, Oct. 11-13. Sec., Dr. Beatrice Maher Kesten, One Haven 
Ave., New York 32. 

AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 21. Oral. New 
Orleans, Feb. 4-8; Boston, April 3-6. Final date for filing application is 
Jan. 2. Chicago, May 27-29; San Francisco or Los Angeles, September. 
Final date for filing application is Feb. 1. Subspecialties. Gastroenterology. 
Philadelphia, April 5-6. Final date for filing application is March 1. Exec. 
Sec., Dr. W. A. Werrell, 1 West Main St., Madison 3, Wis. 

AMERICAN BoAaRD OF NEUROLOGICAL SURGERY: Examination given twice 
annually, in the spring and fall. In order to be eligible a candidate must 
have his application filed at least six months before the examination time. 
Sec., Dr. Leonard T. Furlow, Washington University School of Medicine, 
St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I. Various cities 
of the United States, Canada, and military centers outside the Continental 
United States, Feb. 1. Candidates must submit case reports to the office of 
the Secretary within thirty days of being notified of their eligibility to 
Part I. The cases must be prepared in the manner described in the Bulletin 
of the board with a duplicate index list. Part II. Chicago, May 16-25. Re- 
quest for reexamination in Part II must be received prior to Feb. 1. Sec., 
Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6, Ohio. 

AMERICAN BOARD OF OPHTHALMOLOGY: Written. Jan. 21. Final date for 
filing application was July 1. Oral. New York, May 23-27; Chicago, 
Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland 9, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Oral. Part 1), Chicago, Jan- 
uary 1957. Final date for filing application was Aug. 15. Sec., Dr. Sam 
W. Banks, 116 South Michigan Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Chicago, Oct. 7-11. Final date 
for filing application is April. Sec., Dr. Dean M. Lierle, University Hos- 
pitals, lowa City. 

AMERICAN Boarp OF PATHOLOGY: Oral and Written. Pathologic Anatomy 
and Clinical Pathology. Washington, April 4-6. Final date for filing appli- 
cation is March 1. Sec., Dr. Edward B. Smith, 1040 West Michigan St., 
Indianapolis 5. 

AMERICAN BOARD OF PHysICAL MEDICINE AND REHABILITATION: Parts I 
and II. New York City, June 8-9. Final date for filing application is 
March 1. Sec., Dr. Earl C. Elkins, 200 First St., S.W., Rochester, Minn. 

AMERICAN Boarp OF PLastic SuRGERY: Entire Examination. Philadelphia, 
May 4-6. Final date for filing case reports is Jan. 1. Corres. Sec., Mrs. 
Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Oral and Written. Public 
Health. Schools of Public Health, April 11-13. Aviation Medicine. Denver, 
May 9-11. Occupational Medicine. St. Louis, April 26-28. Sec., Dr. 
Thomas F. Whayne, 615 North Wolfe St., Baltimore. 

AMERICAN Boarp oF ProcTroLoGy: Oral and Written. Parts I and II. Sep- 
tember. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., Garden City, N. Y. 

AMERICAN Boarp OF PsyYCHIATRY AND NEvuROLOGY: Oral. New Orleans, 
Mar. 18-19. Final date for filing application was Sept. 10. Sec., Dr. David 
A. Boyd, Jr., 102-110 Second Ave., S.W., Rochester, Minn. 

AMERICAN Boarp oF RapioLocy: Tampa, April 1-6. Final date for filing ap- 
plication is Jan. 1. Washington, Sept. 23-28. Final date for filing applica- 
tion is June 1. Sec., Dr. B. R. Kirklin, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN BOARD OF SuRGERY: Part II. Los Angeles, Jan. 14-15; San 
Francisco, Jan. 17-18; Houston, Feb. 18-19; Nashville, Mar. 11-12; 
Boston, April 8-9, and New York, June 10-11. 

AMERICAN Boarp oF Unotocy: February 1957. Sec., Dr. William Niles 
Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Boarp or THoracic SurGERY: Written. Various centers throughout the 
country, February 1957, and the closing date for registration is Dec. 1, 
1956. Sec., Dr. William M. Tuttle, 1151 Taylor Ave., Detroit 2. 
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GOVERNMENT SERVICES 


AIR FORCE 


Air Force to Build Medical Center.—The Air Force has an- 
nounced that the new 8-million-dollar Aero Medical Center, to 
be built at Brooks Air Force Base, San Antonio, Texas, will house 
the School of Aviation Medicine, which has been dividing its 
operations between Randolph Air Force Base, Texas, and Gunter 
Air Force Base, Alabama. The center, which is scheduled for 
completion by the end of 1958, was originally authorized by the 
82nd Congress in the fiscal year 1953 military construction pro- 
gram. 

The first construction contracts provide for an academic build- 
ing, a flight medicine laboratory, research laboratory shops, and 
supporting utilities. Contracts to be awarded for the remainder 
of the facilities include an altitude building and a research 
building. Establishment of this aeromedical center will allow 
the Air Force to conduct more extensive research into the medi- 
cal aspects of supersonic flight problems and to provide greater 
aviation medicine teaching facilities than are now available. 
Emphasis will be placed on developing means of protecting fliers 
at the high speeds and altitudes that are now encountered or 
that are expected to be encountered in the future. 


Noise Exposure Program.—The U. S. Air Force announces that a 
hazardous noise exposure program is being established to provide 
an audiometric examination as a part of the routine physical 
examination of all military and civilian personnel who enter or 
terminate service in the Air Force. The provision of this examina- 
tion, which has already begun at Lackland Air Force Base, Texas, 
is intended to supply a base line for determining and controlling 
the effects of exposure to hazardous noise. This Air Force pro- 
gram represents the first step of such broad scope in the study, 
control, and reduction of hearing damage produced by noise. 


Joint Committee on Aviation Pathology.—The Joint Committee 
on Aviation Pathology established by the Department of De- 
fense, Nov. 14, 1955, held its second scientific session at the 
Armed Forces Institute of Pathology Nov. 15-16, 1956. This 
committee consists of representatives of the U. S. Air Force, 
Army, and Navy; the British Royal Air Force and Navy; the 
Royal Canadian Air Force; and the Armed Forces Institute of 
Pathology. Its objectives are to study the pathological reports of 
fatal aircraft accidents in order to evaluate their possible cause; 
to observe recurring traumatic lesions that may be preventable: 
to determine the significance of preexisting subclinical lesions 
in aircrew personnel; to investigate the possible insidious 
changes induced by repeated exposure to flight conditions; and 
to establish a long-range program of collection of such informa- 
tion and rapid dissemination of it to the member services. 

The second scientific session was attended by 100 civilian and 
military personnel, before whom about 20 papers were pre- 
sented. Col. Frank M. Townsend, M. C., U. S. A. F., was 
elected chairman of the committee for the coming year, replac- 
ing Wing Commander E. Bruce Harvey, R. A. F., who had 
served as chairman since the committee was established. 


New Two-Star General.—Brig. Gen. Olin F. Mcllnay has been 
promoted to the rank of major general by direction of the 
President. General Mcllnay was commissioned a first lieutenant 
in the Medical Reserve in 1928 and on completion of an intern- 
ship at Letterman General Hospital, San Francisco, he received 
a regular commission as first lieutenant Aug.1, 1929. In 1942 he 
became staff surgeon for the eighth fighter command, which 
later moved to England. In 1944 he became staff surgeon for 
the second air division in England. In 1945 he became assistant 
surgeon for the Air Force training command at Fort Worth, 
Texas, and in 1948 was appointed surgeon for the air training 
command. In 1952 he became director of plans and hospitaliza- 
tion in the office of the surgeon general at Air Force head- 
quarters, Washington, D. C. General MclIlnay has been awarded 
the Legion of Merit, the Bronze Star medal, and Croix de Guerre 
with palm. 
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VETERANS ADMINISTRATION 


Rehabilitation of Chronically Ill Veterans.—Chronically ill and 
aged veterans, hospitalized 10 to 20 years, are being rehabili- 
tated and discharged from VA hospitals under an advanced 
concept of long-term patient care. Since the new program became 
operative about a year ago, 1,159 of the initial group of 4,263 
long-term hospital patients have been discharged. Dr. 1. J]. Cohen, 
hospitals and clinics director, Veterans Administration, Washing- 
ton, D. C., said, “A concerted effort is made to rehabilitate these 
chronically ill veterans sufficiently for them to be returned to 
their homes, to a foster home, or to other appropriate com- 
munity facilities. Those for whom this is not possible continue 
to receive the care and treatment needed in as nearly a home- 
like atmosphere as it is possible to have in a hospital. The VA 
program,” he added, “is an all-out effort by every branch of 
the hospital staff to rehabilitate long-term patients so they may 
achieve the best possible physical condition and maximum self- 
help, and to provide them with recreational, spiritual, and social 
activities so as to prevent mental regression and social isolation.” 

By grouping long-term patients on wards or sections, the 
hospitals are able to relax the rigid routine necessary on wards 
for acutely ill patients and to provide personnel especially trained 
in caring for the chronically ill. All VA general medical and 
surgical hospitals and some VA tuberculosis hospitals are caring 
for patients of this type, but 49 hospitals have special wards or 
sections for long-term patients. 


FOOD AND DRUG ADMINISTRATION 


Statement on Hoxsey Cancer Treatment.—The following state- 
ment was released Nov. 16 by G. P. Larrick, U. S. Commissioner 


of Food and Drugs. 


“For the second time, a Federal court has determined that the 
Hoxsey medicines for internal cancer are worthless. Yesterday, 
after a six-week trial in the Federal court at Pittsburgh, the jury 
returned a verdict that these medicines, in pill form, were illegal- 
ly offered as an effective treatment for cancer. 

“The public should know, however, that this action does not 
end the menace of this fake treatment. It merely means that half 
a million of the Hoxsey pills, which were seized shortly after the 
opening of a second Hoxsey Clinic at Portage, Pa., will now be 
destroyed. An injunction is being sought to stop further interstate 
shipment of the pills. We intend to use every legal means within 
our power to protect consumers trom being victimized by this 
worthless treatment. 

“In the meantime it is of the utmost importance that cancer 
patients and their families, who may be planning to try the 
Hoxsey treatment either at Dallas, Texas, or Portage, Pa., should 
acquaint themselves with the facts about it. All such persons are 
advised to secure a copy of the Public Warning which was issued 
by the Food and Drug Administration last April [J. A. M. A. 160: 
1423 (April 21) 1956]. They may do this by writing to the Food 
and Drug Administration, Washington 25, D. C. 

“Harry M. Hoxsey has continued to promote his worthless cure 
for more than 30 years, notwithstanding numerous local and state 
court actions. Proceedings under the Federal Food, Drug, and 
Cosmetic Act did not appear possible until a 1948 decision of the 
Supreme Court interpreting the word “accompanying” in the 
definition of labeling under the Act. An injunction suit was filed 
in 1950 and a decree finally issued by the Federal court at Dallas 
in 1953. 

“Over the years thousands of persons have been deceived by 
the false claims for the Hoxsey liquid medicines and pills. At the 
Pittsburgh trial there was testimony concerning persons who may 
have died of cancer as a result of reliance on the Hoxsey treat- 
ment instead of seeking competent medical treatment in the early 
stages of their condition. The Government's evidence showed that 
alleged ‘cured cases’ presented by defense attorneys were people 
who did not have cancer, or who were adequately treated before 
they went to the Portage clinic, or died of cancer after they had 
been treated there.” 
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J.A.M.A., December 29, 1956 


DEATHS 


Wislocki, George Bernays, Boston; born in San Jose, Calif., 
March 25, 1892; Johns Hopkins University School of Medicine, 
Baltimore, 1916; at one time on the faculty of his alma mater; 
Parkman professor of anatomy at the Harvard Medical School 
from 1931 to 1941, when he became James Stillman professor of 
comparative anatomy, and since 1947 Hersey professor of anat- 
omy; member of the faculty, Museum of Comparative Zoology, 
Harvard University, since 1952; veteran of World War I; mem- 
ber of the Harvard Infantile Paralysis Committee, Ella Sachs 
Plotz Foundation, Elizabeth Thompson Science Fund, and in 
1939-1940 member of the scientific advisory board of the Wistar 
Institute of Anatomy and Biology; honorary member of the 
Anatomical Society of Great Britain and Ireland; member of the 
National Academy of Sciences, American Academy of Arts and 
' Sciences, American Association of Anatomists, Histochemical 
Society, which he served as president in 1950-1951, American 
Physiological Society, American Society of Zoologists, Phi Beta 
Kappa, Sigma Xi, and Alpha Omega Alpha; trustee emeritus of 
the Forsyth Dental Infirmary; fellow of the American Associa- 
tion for the Advancement of Science; associate editor of the 
Johns Hopkins Hospital Bulletin from 1926 to 1931; associate 
editor of the American Journal of Anatomy from 1939 to 1946; 
served as associate editor of the Journal of Histochemistry and 
Cytochemistry; editor of the American Anatomical Memoirs; 
received an honorary master of arts degree from Harvard Uni- 
versity in 1941 and an honorary doctor of science from Wash- 
ington University, St. Louis, in 1951; died in Milton, Mass., 
Oct. 22, aged 64. 


Fisher, William Alexander, Baltimore; born in Baltimore April 
26, 1874; Johns Hopkins University School of Medicine, Balti- 
more, 1900; an associate member of the American Medical Asso- 
ciation; member of the American Surgical Association; fellow of 
the American College of Surgeons; member of the founders’ 
group of the American Board of Surgery; served 18 months in 
France during World War I; awarded the Distinguished Service 
medal for “exceptionally meritorious and distinguished services 
while in a position of great responsibility”; formerly on the 
faculty of his alma mater; for many years on the staffs of the 
Union Memorial Hospital, Church Home and Hospital, Hos- 
pital for Women, and Sinai Hospital; died Oct. 18, aged 82. 


Dourmashkin, Ralph Leo ® New York City; born in Minsk, 
Russia, June 30, 1891; University and Bellevue Hospital Medical 
College, New York City, 1915; member of the American Urologi- 
cal Association; veteran of World War I; formerly senior sur- 
geon in the U. S. Public Health Service; consultant urologist, 
Fordham Hospital; organized Fordham Hospital’s Alumni Asso- 
ciation, of which he was a past-president; in recognition of his 
services the hospital’s medical library was named for him; re- 
ceived the New York University Alumni Meritorious Service 
Award for 1949 for “distinguished service to the university”; 
died Oct. 10, aged 65, of cerebral embolism. 


Fox, Leonard, Wyandotte, Mich.; born in Toronto, Canada, 
March 22, 1923; University of Michigan Medical School, Ann 
Arbor, 1945; an associate member of the American Medical 
Association; member of the American Academy of Ophthal- 
mology and Otolaryngology; specialist certified by the American 
Board of Ophthalmology; interned at the Mount Sinai Hospital 
in Chicago; formerly a resident in ophthalmology at the City of 
Detroit Receiving Hospital in Detroit; served on the staffs of the 
Wyandotte General Hospital in Wyandotte and the Detroit 
Memorial Hospital and the Sinai Hospital, in Detroit, where he 
died Oct. 7, aged 33, of reticulum cell sarcoma with metastasis. 


Rendich, Richard Anthony ® Port Washington, N. Y.; Ford- 
ham University School of Medicine, New York City, 1913; 
specialist certified by the American Board of Radiology; at one 
time on the faculty of the Long Island College of Medicine, 
Brooklyn; served as chief roentgenologist of the New York City 
Department of Hospitals; consulting roentgenologist at Brook- 


@ Indicates Member of the American Medical Association. 


lyn’s Kings County Hospital, Hospital of the Holy Family, 
St. Peter’s Hospital, and Brooklyn Eye and Ear Hospital; died 
in the Mercy Hospital, Rockville Centre, Oct. 12, aged 65, of 
coronary occlusion. 


Abrams, Harold Jack, Cleveland; University of Louisville School 
of wedicine, Louisville, Ky., 1934; member of the Ohio State 
Medical Association; veteran of World War II; for many years 
on the staff of the Mount Sinai Hospital; died Oct. 8, aged 49. 


Abt, Theresa K., Chicago; University of Michigan Department 
of Medicine and Surgery, Ann Arbor, Mich., 1892; on the staff 
of the Women and Children’s Hospital; died in St. Bernard’s 
Hospital Oct. 31, aged 90, of cerebral hemorrhage. 


Ashton, Henrietta Mae, West Palm Beach, Fla.; Long Island 
College Hospital, Brooklyn, N. Y., 1923; died in the Good 
Samaritan Hospital Aug. 11, aged 60, probably of coronary 
thrombosis. 


Bell, Perry Marshall, Wichita, Kan.; Howard University College 
of Medicine, Washington, D. C., 1914; member of the Kansas 
Medical Society; for many years county physician; a member 
of the medical staffs of St. Francis, Wesley, and Sedgwick 
County hospitals; local physician for Santa Fe Railroad; died 
in St. Francis Hospital Oct. 3, aged 67, of heart disease. 


Berger, Milton, New York City; Long Island College Hospital, 
Brooklyn, 1923; member of the American Psychiatric Associa- 
tion and the Association of Military Surgeons of the United 
States; served in the Navy during World War II and was cited 
for excellent service in the line of his profession as medical 
officer on a U. S. transport from April to July, 1945, during the 
assault and occupation of Okinawa Gunto; died in the Man- 
hattan General Hospital Oct. 21, aged 55. 


Bonfield, Louis, Brooklyn, N. Y.; New York Homeopathic Medi- 
ical College and Hospital, New York City, 1923; died Sept. 16, 
aged 60, of carcinoma of the right lung. 


Boyd, Edward George ® Lous Angeles; Chicago College of Medi- 
cine and Surgery, Chicago, 1908; for many years on the staff 
of the California Hospital; died Oct. 8, aged 80, of heart disease. 


Breakstone, Benjamin ® New York City; University and Bellevue 
Hospital Medical College, New York City, 1918; died Oct. 16, 
aged 62, of coronary thrombosis. 


Bridges, Russell Reid, Leary, Ga.; University of Tennessee Col- 
lege of Medicine, Memphis, 1914; also a druggist; for many 
years served on the county board of education; died Sept. 22, 
aged 75. 


Bruder, Joseph, New York City; Bellevue Hospital Medical Col- 
lege, New York City, 1898; member of the Medical Society of 
the State of New York and the American Academy of Ophthal- 
mology and Otolaryngology; died Aug. 18, aged 83, of acute 
myocardial infarction. 


Bunin, Noah @ Brooklyn, N. Y.; Long Island College Hos- 
pital, Brooklyn, 1909; died Oct. 2, aged 80, of arteriosclerotic 
heart disease. 


Canada, Clement L., Indianapolis; Medical College of Indiana, 
Indianapolis, 1904; on the staff of the Logansport (Ind.) State 
Hospital, Longcliff, where he died Sept. 22, aged 76, of coronary 
occlusion. 


Carey, Harris M., Freedom, Maine; Jefferson Medical College of 
Philadelphia, 1904; died in the Veterans Administration Hos- 
pital, Togus, July 24, aged 78, of uremia and cerebral arterio- 
sclerosis. 


Carr, William Browne, New York City; George Washington 
University School of Medicine, Washington, D. C., 1907; served 
in the regular Army; veteran of World War II; at one time 
deputy coroner of the District of Columbia; died Oct. 27, aged 
70. 
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Coughlin, John Henry Famian, Troy, N. Y.; Albany Medical 
College, Albany, 1905; in 1951 named the outstanding general 
practitioner in the county by the Rensselaer County Medical 
Society; member of the board of governors of Marshall Sani- 
tarium; served on the board of St. Mary’s Hospital, where he 
died Oct. 19, aged 73. 


Dees, John Hilton, Miami, Fla.; Maryland Medical College, 
Baltimore, 1903; died in Hialeah Aug. 24, aged 79, of terminal 
pneumonia and paralysis agitans. 


Dehne, Willard Oliver ® Appleton, Wis.; Marquette University 
School of Medicine, Milwaukee, 1922; died in St. Elizabeth 
Hospital June 4, aged 62, of acute pulmonary edema and arterio- 
sclerotic heart disease. 


Devine, George Claude © Ontario, Wis.; Rush Medical College, 
Chicago, 1897; president of the Bank of Ontario; on the staff of 
St. Joseph’s Memorial Hospital, Hillsboro; died in Hillsboro 
Aug. 30, aged 81, of a heart attack. 


Dolan, Henry Francis ® Anamosa, Iowa; St. Louis University 
School of Medicine, St. Louis, 1919; fellow of the American 
College of Surgeons; veteran of World War I; past-president of 
the Jones County Medical Society; on the staff of the Mercy 
Hospital, where he died Oct. 12, aged 63. 


Erwin, James C., Cincinnati; Howard University College of 
Medicine, Washington, D. C., 1894; died Aug. 19, aged 92, of 
senility. 

Firman, Kenneth Albert, Geneseo, N. Y.; University of Toronto 
Faculty of Medicine, Toronto, Canada, 1951; on the staffs of 
the Highland Hospital in Rochester and the Wyoming County 
Community Hospital in Warsaw, where he died Oct. 6, aged 29. 


Fox, Claude Porterfield © Greeneville, Tenn.; University of Vir- 
ginia Department of Medicine, Charlottesville, 1920; fellow of 
the American College of Surgeons; on the staff of the Greeneville 
Sanitarium and Hospital, where he died Aug. 19, aged 62, of 
cerebral hemorrhage. 


Green, Nat, San Diego, Calif.; University of Nashville Medical 
Department, Nashville, Tenn., 1893; died in the Mercy Hospital 
Oct. 7, aged 88. 


Greengrass, Jacob Jess ® Paterson, N. J.; University of Mary- 
land School of Medicine, Baltimore, 1911; veteran of World 
War I; on the staff of the Barnert Memorial Hospital; vice- 
president and a director of the Broadway Bank and Trust Com- 
pany; died Oct. 6, aged 69, of coronary thrombosis. 


Grimmer, Elmo Miller ® Irvington, Calif.; Hahnemann Medical 
College of the Pacific, San Francisco, 1908; first president of 
the Irvington Chamber of Commerce, serving in this capacity 
for several years; for many years trustee of the Irvington Ele- 
mentary School District; the E. M. Grimmer School, opened 
recently, was named in his honor; served as chairman of the 
Alameda County Water District Board; on the staff of the 
San Jose (Calif.) Hospital, where he died Oct. 11, aged 75. 


Guinness, Arthur Bennett, Brooklyn, N. Y.; Columbia University 
College of Physicians and Surgeons, New York City, 1922; in- 
terned at the Bellevue Hospital in New York City; died Oct. 2, 
aged 57, 


Glynn, Edward Leo ® Richmond Hill, N. Y.; New York Medical 
College, Flower and Fifth Avenue Hospitals, New York City, 
1936; certified by the National Board of Medical Examiners; 
veteran of World War II; on the staffs of the St. Mary’s Hospital 
in Brooklyn and the Mary Immaculate Hospital in Jamaica, 
where he died Oct. 4, aged 49, of leukemia. 


Harkness, Robert Baskin ® Lake City, Fla.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1897; 
member of the Southeastern Surgical Congress; fellow of the 
American College of Surgeons; elected the first health officer 
for Birmingham, Ala., from 1905 to 1909; served on the staff 
of the Jefferson-Hillman Hospital in Birmingham, Ala.; charter 
me ber of the Chamber of Commerce; chief of staff of Lake 
Sho. ; Hospital, where he died Sept. 21, aged 84, of coronary 
occlusion. 
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Hartsough, Christopher William, Jr., San Diego, Calif.; McGill 
University Faculty of Medicine, Montreal, Canada, 1935; an 
associate member of the American Medical Association; member 
of the American Psychiatric Association; veteran of World 
War II; psychiatrist for the city schools; died in the Duke Uni- 
versity Hospital, Durham, N. C., Oct. 23, aged 48. 


Heidenreich, William Miller ® Arcadia, Calif.; College of Medi- 
cal Evangelists, Loma Linda and Los Angeles, 1930; certified by 
the National Board of Medical Examiners; member of the 
American Academy of General Practice; for many years member 
of the school board; served on the staffs of St. Luke Hospital in 
Pasadena, Alhambra (Calif.) Community Hospital, and Mon- 
rovia ( Calif.) Hospital; died Oct. 4, aged 64, of acute coronary 
occlusion. 


Henderson, James W., Longview, Wash.; Kansas Medical Col- 
lege, Medical Department of Washburn College, Topeka, Kan., 
1900; served as state senator; formerly member of the city 
council; past-president of the Public Health League of Wash- 
ington; formerly on the staff of the Cowlitz General Hospital, 
where he died Oct. 16, aged 85, of cardiorenal disease. 


Hershenson, Bert Barnet ® Boston; Harvard Medical School, 
Boston, 1927; specialist certified by the American Board of 
Anesthesiology; member of the American Society of Anesthesi- 
ologists; past-president of the New England Society of 
Anesthesiologists; certified by the National Board of Medical 
Examiners; on the faculty of his alma mater; director of the 
department of anesthesia, Boston Lying-in Hospital; on the staff 
of the Peter Bent Brigham Hospital; died Oct. 5, aged 58, of 
cardiac infarction. 


Hockenbeamer, Ernest Pryor ® San Jose, Calif.; Northwestern 
University Medical School, Chicago, 1937; on the staffs of the 
San Jose, O'Connor, and Santa Clara County hospitals; died 
Oct. 10, aged 47, of coronary thrombosis. 


Hofrichter, Cassius Howard ® Seattle; Western Reserve Uni- 
versity School of Medicine, Cleveland, 1919; fellow of the Ameri- 
can College of Physicians; member of the Endocrine Society; 
veteran of World War I; medical director of the Northern Life 
Insurance Company; on the staffs of the Seattle General Hos- 
pital and the Children’s Orthopedic Hospital; died Oct. 3, 
aged 65. 


Holzman, Ralph Reuben ®@ Los Angeles; Northwestern Univer- 
sity Medical School, Chicago, 1924; also a lawyer; died in the 
Queen of Angels Hospital Oct. 12, aged 56. 


Horton, Wells Francis, Springfield, Ohio; Eclectic Medical In- 
stitute, Cincinnati, 1893; died Oct. 7, aged 90. 


Hubert, Anna, New York City; Johns Hopkins University School 
of Medicine, Baltimore, 1911; an associate member of the 
American Medical Association; fellow of the American College 
cf Surgeons; on the staff of the New York Infirmary, where he 
died Oct. 18, aged 77, of a heart attack. 


Parker, Donna M. Theodocia, Peoria, Ill.; State University of 
Iowa College of Homeopathic Medicine, lowa City, 1888; died 
in Wilmette Sept. 28, aged 92, of arteriosclerotic heart disease. 


Patrick, Harry Evans ® Youngstown, Ohio; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1909; 
past-president of the Mahoning County Medical Society; for 
many years member of the board of education, of which he was 
past-president; fellow of the American College of Physicians; 
member of the consulting staff, Youngstown Hospital; died 
Sept. 28, aged 72, of diverticulosis of the sigmoid colon with 
perforation and diabetes mellitus. 


Peters, John Ranson, Ozark, Ark. (licensed to practice in Arkan- 
sas in 1925); served on the staff of the St. Edward’s Mercy 
Hospital in Fort Smith; died July 30, aged 80, of carcinoma of 
the bladder. 


Philbrick, Guy Sterling ® Niagara Falls, N. Y.; John A. Creighton 
Medical College, Omaha, 1917; past-president of the Niagara 
County Medical Society; formerly associated with the U. S. 
Public Health Service Reserve; veteran of World War I; member 
of the medical advisory committee of the Blue Cross and Blue 
Shield; served as medical director, member of the board of 
trustees, and chief of staff at the Niagara Falls Memorial Hos- 
pital, where he died Sept. 20, aged 63. 
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Munford, Samuel Archer, Clifton Springs, N. Y.; born in Prince- 
ton, Ind., Dec. 14, 1876; Jefferson Medical College of Philadel- 
phia, 1905; an associate member of the American Medical As- 
sociation; past-president of the Seventh District of the Medical 
Society of the State of New York; medical advisor at Cornell 
University in Ithaca from 1910 to 1917; veteran of World 
War I; fellow of the American College of Physicians; chief of 
internal medicine at the Clifton Springs Sanitarium and Clinic 
from 1919 to 1948, when he became superintendent, serving 
until 1950; died Oct. 29, aged 79, of hypertensive cardiovascu- 
lar disease. 


Nadel, Samuel, Boston; Tufts College Medical School, Boston, 
1920; member of the Massachusetts Medical Society; veteran of 
World War I; deputy commissioner of health for the city of 
Boston; for many years school physician; on the staffs of the 
Allerton Hospital in Brookline and the Harley Private, Boston 
City, St. Elizabeth’s,Carney, and St. Margaret’s hospitals; died 
in the Harley Private Hospital Sept. 10, and 59, of carcinoma of 
the pancreas. 


Naegeli, Frank ® Fergus Falls, Minn.; Northwestern University 
Medical School, Chicago, 1910; on the staff of the Lake Region 
Hospital, where he died Oct. 22, aged 82, of myocardial infarc- 
tion. 


Nelson, Frank Arleigh ® Ajo, Ariz.; University of Nebraska 
College of Medicine, Omaha, 1923; medical superintendent and 
chief surgeon at the Phelps-Dodge Hospital; died Oct. 28, aged 
58, of a heart attack. 


Newton, Harlan Fay ® Boston; born in Winchester, Mass., Feb. 
8, 1895; Harvard Medical School, Boston, 1920; served on the 
faculty of his alma mater; member of the founders’ group of 
the Board of Thoracic Surgery and the American Board of Surg- 
ery; member of the American Association for Thoracic Surgery; 
fellow of the American College of Surgeons; at various times on 
the staffs of the Middlesex County Sanatorium in Waltham, the 
Burbank Hospital in Fitchburg, and the Peter Bent Brigham 
Hospital, where he died Oct. 23, aged 61, of acute myocardial 
infarction. 


Notbohm, William R. ® Dousman, Wis.; Milwaukee Medical 
College, Milwaukee, 1898; for many years president of the 
Dousman State Bank; died Oct. 23, aged 90, of heart disease. 


O’Connor, James Joseph ® Alhambra, Calif.; Loyola University 
School of Medicine, Chicago, 1931; member of the Indiana 
State Medical Association; specialist certified by the American 
Board of Pediatrics; served on the stait of St. Catherine’s Hos- 
pital in East Chicago, Ind.; died July 2, aged 54, probably of 
carcinoma of the pancreas and diabetes mellitus. 

Rastatter, Paul F., Jackson, Miss.; Baltimore University School 
of Medicine, Baltimore, 1902; past-president of the Crawford 
County (Pa.) Medical Society; at one time medical director of 
Crawford County, Pennsylvania; served on the staffs of the 
Spencer Hospital in Meadville, Pa.; and St. Vincent’s Hospital 
in Erie, Pa.; died Oct. 12, aged 80, of heart disease. 

Ritchey, Billy Fay, Yonkers, N. Y.; State University of Iowa 
College of Medicine, Iowa City, 1921; served on the staff of 
the Yonkers General Hospital; formerly medical examiner in the 
Yonkers public schools; died in the Montefiore Hospital, New 
York City, Sept. 24, aged 60, of cerebral thrombosis. 


Robinson, Edward Percy, Seaside Park, N. J.; Bellevue Hospital 
Medical College, New York City, 1897; also a pharmacist; died 
Oct. 13, aged 85, of chronic myocarditis. 


Robinson, William Ashby, Old Fort, N. C.; University College 
of Medicine, Richmond, Va., 1900; served on the staff of the 
Marion (N. C.) General Hospital; died Aug. 24, aged 78, of 
heart disease. 

Russell, John Colvin @ Detroit; Detroit Homeopathic College, 
Detroit, 1906; on the staffs of the Grace and North Detroit Gen- 
eral hospitals; died in the Mount Carmel Mercy Hospital Sept. 
20, aged 77, of carcinomatosis. 


Russell, Rosannah, Fort Shaw, Mont.; Northwestern University 
Woman’s Medical School, Chicago, 1900; an associate member 
of the American Medical Association; died in Great Falls Sept. 
27, aged 88. 
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Schreier, Alexander Rainold, Gillett, Texas; Creighton Univer- 
sity School of Medicine, Omaha, 1911; died in the Kenedy Clinic 
and Hospital in Kenedy Aug. 16, aged 70, of virus pneumonia, 


Shepherd, Robert Herbert, Jasper, Ala.; Birmingham Medical 
College, Birmingham, Ala., 1910; member of the Medical Asso- 
ciation of the State of Alabama; died in the Walker County 
Hospital Sept. 9, aged 70. 


Shepherd, Samuel Tinson, Birmingham, Ala.; Atlanta College of 
Physicians and Surgeons, Atlanta, Ga., 1902; died Sept. 15, 
aged 80, of carcinoma of the lip with metastasis. 


Shultz, Cameron, Danville, Pa.; Jefferson Medical College of 
Philadelphia, 1892; an associate member of the American Medi- 
cal Association; served as secretary of the Montour County 
Medical Society and Danville Board of Health; during World 
War I medical examiner for the draft board and a member of 
the Medical Corps of the National Guard; died in the George F. 
Geisinger Memorial Hospital and Foss Clinic Sept. 19, aged 85, 
of acute myocardial infarction. 


Smith, J. Lewis, Columbia, 8. C.; Medical College of the State 
of South Carolina, Charleston, 1905; for many years surgeon for 
the Southern Railway; died in the Seuth Carolina Baptist Hos- 
pital Sept. 12, aged 74. 


Steele, Guy, Cambridge, Md.; University of Maryland School of 
Medicine, Baltimore, 1897; past-president of the Medical and 
Chirurgical Faculty of Maryland; served as county health officer, 
and was associated with the U. S. Public Health Service; for 
many years on the staff of the Cambridge-Maryland Hospital, 
where he died Oct. 12, aged 95, of complications following 
fracture of the hip. 


Stieglitz, Leopold, New York City; Universitat Heidelberg 
Mediziniche Fakultaét, Baden, Germany, 1891; an associate 
member of the American Medical Association; holder of the first 
medical license issued by New York State; the Leopold Stieglitz 
visiting professorship was established at the New York Univer- 
sity College of Medicine in 1947 by his friends and patients and 
provides funds for an annual visiting professor to the school; 
died Oct. 7, aged 89. 


Swift, Charles Frederick, Jordan, N. Y.; University of Michigan 
Homeopathic Medical School, Ann Arbor, 1904; served as coro- 
ner and health officer in Broome County; died Sept. 22, aged 74, 
of cerebral hemorrhage and arteriosclerosis. 


Turrell, Guy Hanford, Smithtown, N. Y.; Columbia University 
College of Physicians and Surgeons, New York City, 1896; an 
associate member of the American Medical Association; fellow 
of the American College of Physicians; specialist certified by the 
American Board of Internal Medicine; president of the Smith- 
town Library; on the staffs of the Southside Hospital in Bay 
Shore and the Central Islip (N. Y.) State Hospital; died in the 
Ross Sanitarium, Brentwood, Oct. 7, aged 84, of cerebral 
hemorrhage. 


Uphouse, Albert Milton, Stoystown, Pa.; Eclectic Medical Insti- 
tute, Cincinnati, 1909; formerly county commissioner and coro- 
ner; for many years a membér and president of the school board; 
on the staff of the Somerset (Pa.) Community Hospital; died 
in the Windber (Pa.) Hospital Sept. 20, aged 79, of cardiac 
decompensation. 


Wells, Charles Obed ® Hillsboro, Ore.; University of Oregon 
Medical School, Portland, 1943; died near Joseph Oct. 6, aged 
54, of coronary occlusion, 


Wilcox, John Constantine, Mulvane, Kan.; University of Louis- 
ville Medical Department, Louisville, Ky., 1907; died Sept. 25, 
aged 76. 


Young, James Watson ® Beverly Hills, Calif.; State University of 
Iowa College of Medicine, Iowa City, 1926; member of the 
American Academy of General Practice; served on the staff of 
the California Hospital in Los Angeles, where he died Oct. 15, 
aged 55, of rheumatic heart-disease with mitral stenosis. 


Zimmering, Paul, New York City; University of Bristol Faculty 
of Medicine, Bristol, England, 1937; member of the American 
Psychiatric Association and the Medical Society of the State of 
New York; specialist certified by the American Board of Psy- 
chiatry and Neurology; veteran of World War II; senior psychia- 
trist of the male adolescent ward of Bellevue Hospital; died in 
the Mount Sinai Hospital Oct. 16, aged 47. 
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AUSTRIA 


Treatment of Thrombosis.—At the meeting of the Vienna So- 
ciety of Physicians on Oct. 19, Gottlob and Zinner stated that 
large doses of streptokinase given in the attempt to dissolve a 
thrombus may cause toxic reactions. Doses about 1/100 the 
size of those usually given are sufficient, if the enzyme is ap- 
plied as a continuous infusion topically into veins peripheral 
to the thrombosed area. Symmetrical thromboses in the femoral 
veins were produced in cats. One side was infused with strepto- 
kinase and the other with Ringer’s solution. The thrombus was 
dissolved only on that side where an infusion of 80 units of 
the enzyme per kilogram of body weight per hour was given. 
The thrombosis recurred after the treatment was discontinued 
or after the sides receiving the infusions were reversed. The 
speakers concluded that thrombolysis is limited to the veins of 
the treated side and that further therapy with anticoagulants 
is necessary after the infusions are discontinued. Excellent re- 
sults were obtained in nine patients with superficial or deep 
thrombosis with a dosage of 1.5 to 15 units per kilogram of 
body weight per hour. Improvement was observed within six 
hours after treatment was started. Mild pyrogenic reactions 
were observed and were attributed to the toxic effects of the 
streptokinase-streptodornase infusion rather than to the fibrinoly- 
sis. 


BRAZIL 


Stenosis of the Stomach.—Dr. Mario Fanganiello and co-workers 
in Revista paulista de medicina (49:93, 1956) reported a series 
of 24 patients with stenosis of the stomach caused by the swal- 
lowing of caustic substances. In 20 patients the swallowed sub- 
stance was caustic soda used for house cleaning purposes; in 
2, hydrochloric acid; and in 2, more complex caustic compounds. 
Of the 20 lesions caused by caustic soda, the stenosis was in the 
pylorus in 6; in the antrum in 6; in both pylorus and antrum 
in 2; in the gastric fundus in 2; in the pylorus, antrum, and 
gastric fundus in 3; and in the antrum and gastric fundus in one. 
In all of these there was also stenosis of the esophagus. In the 
1l patients with pyloric stenosis the lesion was manifest after 
a minimal lapse of 19 days and a maximal lapse of 31 months. 
The pyloric stenosis caused a rapid and marked dehydration 
and electrolytic imbalance necessitating a prompt correction. 
Its diagnosis is not difficult, except when the symptoms are 
masked by those of a stenosis of the esophagus. The diagnosis 
was confirmed by x-ray. The roentgenogram may show the 
stomach greatly diminished in volume or, when there is a pro- 
longed stasis, somewhat enlarged, the first manifestation being 
the commoner. Peristalsis was always diminished. The mucosal 
pattern was greatly altered; in certain areas no rugae could be 
seen, and in others there was a thickening and edema of the 
mucosal folds, with a variable degree of infiltration-causing 
strictures. Some areas that were not destroyed showed prolifera- 
tions accompanying the reparative process that appeared as 
small polyps carpeting the antral mucosa. Gastric neoplasms had 
to be ruled out. In patients in whom the pyloric obstruction 
appears a few years after swallowing the caustic substance, 
the patient may not relate his symptoms to the injury and may 
even forget to speak of it. Treatment consists of segmental or 
partial resection of the stomach. 


Endoscopy in Cancer of the Esophagus.--Dr. J. A. Botelho of 
Sao Paulo at a meeting of the Associagio Paulista de Medicina 
reported a series of 192 patients with tumors of the esophagus 
found in 7,100 admissions to the surgical service of the Sao 
Paulo State University Hospital. Of these tumors, 19 were in the 
upper third of the esophagus, 48 in the middle third, and 90 in 
the lower third; in 35 patients the location was not recorded. 
The diagnosis was made by esophagoscopy and biopsy. The 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


speaker agreed with Vinson’s statement that any firm obstacle 
at the level of the cardia should be considered as cancer. Dr. 
Botelho’s experience shows that the tumors of the cardia are 
sometimes undiscovered even after several x-ray examinations. 
Esophagoscopy may not visualize the tumor, but a permanent 
obstacle at the level of the cardia should cause the endoscopist 
to suspect cancer. A possible accident in performing a biopsy 
of the esophagus is perforation. Anatomic peculiarities make 
perforation more likely in the first and last portion of the 
esophagus than in the middle section. In 192 biopsies performed 
by the author perforation occurred only once. No more tissue 
than is strictly necessary should be taken. The speaker never 
tries to go beyond the tumor with the esophagoscope or with 
catheters to estimate the extent of the growth, since the x-ray 
examination gives better information in this respect. If perfora- 
tion of the esophagus is suspected; the ambulatory patient is 
advised to come back to the clinic without delay if there is fever 
or persistent pain. With the use of antibiotics the prognosis in 
such patients is greatly improved. 


Tropical Eosinophilia.—The relationship between climate and 
asthma has long been recognized. Climatic factors influence 
asthmatic patients by different mechanisms and to a varying 
degree. Its importance in the determination or the aggravation 
of some cases is so great that such cases are commonly desig- 
nated as climatic asthiaa. The term “tropical eosinophilia” was 
first used by Weingarten, in 1943, when he reported 81 cases 
occurring in India. For several years cases have been reported 
in the northeastern tropical section of Brazil. Dr. A. Coutinho 
in O Hospital (50:575, 1956) reports a series of 80 patients in 
Recife with this condition. Of these patients, 11 were children 
varying in age from infants to 9 years, 9 were 10 to 19 years of 
age, 12 were 20 to 29, 19 were 30 to 39, 16 were 40 to 49, 
10 were 50 to 59, 2 were 60 to 69, and one was between 70 and 
79. In 8 patients the duration of the symptoms was Jess, than 
one month; in 45, 1 to 12 months; in 23, 1 to 5 years; end in 4, 
more than 5 years. Dr. Coutinho did not find evidence of any 
allergic cause. He describes tropical eosinophilia as a chronic 
benign process with cyclic nocturnal paroxysms of nonproductive 
persistent coughing with variable amounts of wheezing and 
expiratory dyspnea, sometimes preceded or accompanied by 
loss of weight, fatigue, fever, anorexia, thoracic pains, and 
upper respiratory symptoms. A diffuse mottling or an accentua- 
tion of bronchovascular striations and a hilar enlargement were 
the usual roentgenographic manifestations. The essential feature 
of the disease was an intense eosinophilic leukocytosis, Other 
common features were eosinophilic hyperplasia of bone marrow, 
an increased sedimentation rate, and negative tests for syphilis 
or any parasitic disease. In Recife the mean maximum tempera- 
ture is 83.5 F, the mean minimum temperature is 73.9 F, and 
the total annual rainfall is 60.5 in. 


FRANCE 


Novobiocin.—R. Martin and co-workers (Presse méd. 64:1597, 
1956) say that novobiocin, a new antibiotic, possesses an out- 
standing antimicrococcic action. The micrococci easily acquire, 
both in vitro and in vivo, resistance to the drug, but this re- 
sistance does not induce any cross resistance to other antibiotics. 
The bacteriostatic activity of novobiocin is impeded by alkalin- 
ity or by the presence of serum. The antibiotic becomes revers- 
ibly attached to the albumin fraction of the serum, but the 
bactericidal potency of the free portion remains intact. Novo- 
biocin showed a bactericidal potency intermediate between that 
of penicillin and that of erythromycin in vitro against strains 
of micrococci. This potency was compared in vivo, by means 
of a quantitative test, with that of penicillin, erythromycin, and 
chloramphenicol and gave results similar to those obtained with 
penicillin. There was a bactericidal synergy between novobiocin 
and penicillin and between novobiocin and streptomycin, but 
when the new drug was given with antibiotics of the erythro- 
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mycin group, it provided only an additive and bacteriostatic 
effect. The authors reported a patient with severe micrococcic 
endocarditis in whom the use of a combination of penicillin and 
novobiocin was much more effective than had been the previous 
use of penicillin alone. 


Icterus Caused by Inhibition of the Biliary Secretion.—I. Pavel 
(Presse méd. 64:1600, 1956) states that some cases of icterus 
considered to originate from hepatitis are due to functional 
inhibition of the biliary secretion. Of the patients he personally 
observed, he cites the condition of one as particularly illustrative. 
The icterus was shown to be prolonged, with no tendency 
toward remission, and accompanied by intractable pruritus in a 
25-year-old man. On operation, no biliary obstruction was found 
and the biliary ducts were not dilated. When cholecystostomy 
was performed, the dark bile started flowing as early as the first 
hours after the operation, the pruritus disappeared, and the 
feces resumed their normal color. Such an icterus could not 
have been caused by hepatitis, because the bile flow reappeared 
in much less time than would be necessary for the healing of an 
anatomic lesion. Nor is it possible to attribute the icterus to an 
intrahepatic obstruction (biliary thrombus, external pressure on 
the canals of Hering, or increased permeability to the pigments 
in the latter) in view of the prompt return of the biliary secre- 
tion. The only explanation is functional inhibition of the biliary 
secretion. 


Frenquel in Psychiatric Therapy.—H. Collomb and co-workers 
(Presse méd. 64:1602, 1956) treated 30 patients with Frenquel. 
They made the following conclusions: 1. To the first indications 
for its use (delirious and hallucinatory states) one should add 
the depressive state. 2. Its action proves spectacular in only a 
few patients, and it is difficult to predict which patients will 
benefit. 3. It is nontoxic, and further observation is necessary for 
defining more accurately its indications for use and its value as 
an adjuvant to other treatments. 


Combined Anti-Inflammatory and Antituberculous Chemothera- 
py.—Pestel and Ravina (Presse méd. 64:1615, 1956) recommend 
combined therapy with phenylbutazone and isoniazid for all 
forms of tuberculosis where the inflammatory character of the 
lesions seems to predominate. They call attention to the fact 
that this mode of treatment not only is of value in such cases 
but also has proved effective in patients with pulmonary infil- 
trates, tuberculomas, progressive exacerbations, ulcerocavitary 
tuberculosis resistant to the usual therapeutics, and osseous or 
articular localizations of the disease. In the authors’ series of 32 
patients the results proved as good as those with the hormonal 
therapy, without any of the untoward side-effects imputed to the 
latter, such as dissemination or lighting up of old foci of infec- 
tion. The combination therapy was well tolerated, and the 
treatment shortened the febrile course of the disease. 


Chemotherapy of Psychoses.—Puech and Robin (Semaine hép. 
Paris 32:3252, 1956) studied the results obtained with the use of 
chlorpromazine therapy and with “sleep cure” in a series of 80 
women with various psychoses. Chlorpromazine was given intra- 
muscularly for 10 days in doses of 75 to 125 mg. daily, then by 
mouth in slowly decreasing doses of 200 to 100 mg. daily. Sleep 
was not sought in those treated with this drug. The sleep cure 
was conducted in quiet, darkened rooms. Sleep was maintained 
by the administration of narcoleptic drugs and barbiturates. The 
daily duration of the sleep was 14 to 15 hours. The effects were 
studied according to the nature of the syndrome, the duration of 
the disease, the age of the patient, and the causative factors. 
Both therapy with chlorpromazine and the sleep cure proved 
effective in the course of polymorphic delirious exacerbations 
and acute delirious states. Chlorpromazine should be reserved 
for the forms of psychosis accompanied by agitation. In de- 
pressed states, therapy with chlorpromazine and the sleep cure 
were almost equally effective. Untoward effects were rare. 


Vital Statistics.—In 1955 there were 313,000 marriages, 802,000 
births, and 523,000 deaths, compared with 314,000 marriages, 
807,000 births, and 515,000 deaths in 1954. In 1955 the death 
rate for infants under 1 year of age was 34.2 per thousand births 
compared with 36.6 in 1954. 
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Premature Cesarean Section.—In the March issue of Gynécologie 
et obstétrique A. Rossier and co-workers reported a series of 123 
cesarean sections performed before term because of eclampsia 
or placenta previa. The infant mortality was 28%. In 53% of the 
series, the infants had to be resuscitated. The mortality rate was 
66% for those premature infants whose birth weight. was under 
2 lb. (1,000 gm. ). Close collaboration between obstetrician and 
pediatrician improves the infant’s chances of survival. 


Life of Erythrocytes in Hereditary Spherocytosis.—In the Revue 
dhématologie (no. 2, 1956) A. Strumpf reports on the trans- 
fusion of spherocytes (1) to normal subjects whose spleen has 
been removed, (2) to subjects suffering from hereditary sphero- 
cytosis whose spleen has not been removed, and (3) to subjects 
suffering from spherocytosis whose spleen has been removed. 
In normal subjects whose spleen has not been removed, the 
life of the erythrocytes is 10 to 15 days; it reaches 100 days in 
normal subjects and those suffering from spherocytosis after 
splenectomy, but in patients with spherocytosis whose spleen 
has not been removed, erythrocytes survive only about 3 days. 
The author concludes that hereditary spherocytosis is caused 
by an abnormality of erythrocytes. Splenectomy relieves all the 
symptoms of the disease except spherocytosis. 


Treatment of Tuberculosis with Nylon Nets.—In Lyon chirurgical 
for January, 1956, D. Juzbasic reports a series of 18 patients in 
whom the pulmonary lobe affected with tuberculosis is envel- 
oped in a nylon net. The operation is simple. After the lobe is 
freed from any adhesions, it is wrapped in a net tightened 
around the hilus with a string. The wrapping is thus hermetic. 
Experiments on animals showed that the lobe is thus made void 
of air and collapses. After the operation, tubercle bacilli in the 
sputum disappear, the patients’ health improves, and, four 
months after the operation, they may resume their occupations. 
No complications were observed in these patients. 


The Menopausal Syndrome.—In La semaine des hépitaux de 
Paris for Aug. 26 (page 2777) Mrs. L. W. Halle, who noted 
that there has been an increase in the intensity and duration of 
menopausal disorders in recent years, presents the results of a 
survey of 2,000 native African women. In general, no subjective 
menopausal disorders were observed in women who had had 
no contact with Europeans, and an increase in the incidence of 
these disorders proportionate to the extent of the contact was 
seen in those who had had such contact. The author concludes 
that psychic as well as hormonal factors play an important role 
in causing menopausal disorders. - — 


Endocarditis due to Vibrio Fetus.—Human infection with Vibrio 
fetus is relatively rare. L. Auquier and co-workers have reported 
a case in a 44-year-old man who complained of a severe head- 
ache and showed signs of septicemia. The organisms were iden- 
tified with difficulty in a blood culture. The bacillus is gram- 
negative, thin, and actively motile. On the 10th day of the pa- 
tient’s hospitalization, a holosystolic souffle was noted. The auth- 
ors believed the infection was caused by eating contaminated 
horse meat. 


INDIA 


Combined Primaquine Treatment of Malaria.—R. N. Chaud- 
hari and co-workers (Bulletin Calcutta School of Tropical 
Medicine, July, 1956) report a series of 48 patients showing 
a fair number of asexual parasites in the blood. Five patients 
were given primaquine phosphate combined with chloroquine 
phosphate; 18 were given primaquine and amodiaquine hydro- 
chloride; and 25 were given primaquine and quinine sulfate, 
all in single doses for three days. Included in the series were 
14 patients with falciparum malaria, 32 with vivax malaria, 
one with a mixed infection, and one with malariae malaria. In 
the 18 patients treated with primaquine and amodiaquine, the 
fever subsided, with disappearance of asexual parasites, in 16 
of them within two days and in 2 of them within three days. 
Sexual parasites disappeared in 12 patients within two days 
and in 4 others within three to five days. The other two pa- 
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tients had no gametocytes in their blood. In the five patients 
treated with chloroquine and primaquine, the fever subsided, 
with disappearance of asexual parasites, within two days, and 
the sexual parasites disappeared in four of them within two 
days and in the other one within three days. In the group 
receiving quinine and primaquine the fever subsided, with 
disappearance of asexual parasites, in 21 in two days and in 
the other 4 in three days. Of the 20 patients who had game- 
tocytes in their blood, these forms disappeared from 15 in 2 
days, from 4 in 3 to 5 days, and from the other one in 10 days 
after completion of the treatment. No toxic reactions were 
observed. 


Rhabdomyosarcoma of Spermatic Cord.—Rhabdomyosarcomas 
arising from the spermatic cord are very rare. D. B. Reddy and 
co-workers (Journal of the Indian Medical Profession, Oct., 
1956) observed such a tumor in a 30-year-old man, who, when 
first seen, complained of a swelling of the right side of the 
scrotum of 12 years’ duration and pain and a tumor in the ab- 
domen of about three months’ duration. The right testis could be 
felt separate from the scrotal tumor. A right orchiectomy was per- 
formed. The nodular tumor was 4 in. in diameter and large 
vessels were seen on its surface. Cut section showed it to be 
orange in color, to be soft in consistency, and to have areas 
of necrosis and hemorrhage. It was well circumscribed. The 
testes and epididymis could be identified, the tumor having its 
origin in extratesticular tissue. Microscopic examination revealed 
polymorphic areas consisting of cells of various shapes and 
sizes. Some were round with a central nucleus; others were 
ribbon-shaped showing cross striations. This established the 
diagnosis of rhabdomyosarcoma of the spermatic cord. 


Malignant Melanoma in Indians.—M. V. Sirsat (Indian J. M. 
Sc. 10:629, 1956) reported a series of 60 cases of malignant 
melanoma. In every case the diagnosis was established by histo- 
logical examination. Forty-five patients were in the age group 
31 to 60; only one was prepuberal. In the series, 42 were male 
and 18 female. The tumor had arisen from the skin in 31, the 
commonest site being the sole of the foot. Cutaneous car- 
cinomas other than melanomas are rarely found on the plantar 
aspect of the foot. A history of preexisting nevi was present 
in 36 to 80% of the patients. In 24, the tumor arose primarily 
in the mucosa of the mouth, nose, esophagus, anorectal region, 
or vagina. In two patients the primary site was unknown, and 
in one of these a metastatic tumor was found in the breast. 


Carcinoma of the Breast.—Reddy and Reddy (Indian J. M. Sc. 
10:642, 1956) state that one explanation for metastasis in ma- 
lignant growths is that a diminished content of calcium in the 
malignant cells lowers their adhesiveness. The authors esti- 
mated the calcium content of malignant cells in primary car- 
cinomas of the breast, their metastases, and normal breast 
tissue and found the calcium content of the cells in the pri- 
mary and secondary tumors definitely lower than that of 
normal tissue. This was especially true of the metastases. 
Changes in the stroma may also be responsible for the dis- 
semination of malignant growth. These changes were also 
studied in the same specimens by staining with toluidine blue 
and aminosalicylic acid. In nearly 40% of the cases studied, 
for example, as in the case of benign breast tumors, there was 
metachromasia that could not be removed by digestion with 
hyaluronidase. This could be due to some change in the ground 
substance allowing the malignant cells to infiltrate through. 


Treatment of Gonorrhea with Chloramphenicol.—S. N. Ranade 
and co-workers (J. Indian M. A. 27:242, 1956) gave intra- 
muscular injections of chloramphenicol to 22 patients with 
chronic gonococcic urethritis in whom other antibiotics had 
failed to effect a cure. Thirteen patients were given a total 
dosage of 3 gm. and nine a total dosage of 1 gm. in three 
divided doses on alternate days. The results were evaluated 
on the basis of urethral smears, culture of urethral discharges, 
smear examinations after prostatic massage, culture of pros- 
tatic discharges, and urine examination. Criteria for cure were 
symptomatic improvement, cessation of urethral discharge, ab- 
sence of gonococci in the smear and culture of the urethral 
and prostatic discharges, presence of less than three pus cells 
in prostatic smears, and normal urine sediments. With the 
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l-gm. dosage schedule, the failure rate was nearly 3.5 times 
as great as that with the 3-gm. dosage schedule. The apparent 
cure rate on the 3-gm. dosage schedule was 85%. 


Cytology of the Oral Cavity.—Peters and Rijsinghani (J. Indian 
M. A, 27:231, 1956) report the results of smears from the oral 
cavity of 595 patients with different diseases of the mouth. 
Smears taken from an area that harbors a cancer are usually 
rich in cells. In this group, 194 patients had oral carcinoma. 
The diagnosis was verified histologically unless it was far ad- 
vanced. Biopsy specimens were obtained from 185 patients of 
whom 162 showed cancer on histological examination. Smears 
were taken from all patients. One hundred fifty-four showed 
malignant cells; 8 failed to show malignant cells, although a 
carcinoma was present; and 32 showed cells probably but not 
positively identified as carcinomatous. Of those patients with 
diseases other than carcinoma, 15 had leukoplakia, 19 had 
submucous fibrosis, 2 had rhinoscleroma, and the rest had 
such disorders as infections, ulcers, and vitamin deficiencies. In 
two patients, cancer was first discovered by smear, the lesions 
having been considered ulcerative stomatitis and hypertrophy 
of the tonsil respectively. A biopsy specimen in these cases re- 
vealed carcinoma. Cells desquamated by oral cancer are suffi- 
ciently characteristic to be recognized in the smear. 


Employees State Insurance Plan.—The government has de- 
cided to extend the medical care under the Employees State 
Insurance Scheme to families of insured persons. The coop- 
eration of the state governments is being sought to carry out 
the decision as early as possible. Another 3 million persons are 
likely to benefit when the medical care is extended to the fam- 
ily. The plan now covers more than 1 million employees. It 
will ultimately cover more than 9 million persons, including 
families, when extended to all of India. Under the act, in- 
sured persons are already paying the full contribution of about 
2.5% of their wages, while employers are paying less. Though 
under the act the employers’ contribution up to 5% of the total 
payroll can be exacted, employers have been required to pay 
only 1.75%. With the proposed extension of the medical care 
to the families of the insured employees, the rates of contri- 
bution from employers will be increased to 2.5%. 


Less Familiar Forms of Leprosy.—H. W. Wade in the April 
issue of Leprosy in India states that the clinical findings in 
leprosy may vary in different countries or under different cir- 
cumstances in the same country. Classification has become 
complex and is becoming more so as new forms are identified. 
The primary basis of classification should be clinical. The “in- 
termediate” form is characterized by simple flat macular lesions 
that are early as regards development and uncertain as re- 
gards future evolution. Some will become tuberculoid, some 
lepromatous, and some will persist as simple macular lesions. 
The minor and major varieties of the tuberculoid type are 
relatively quiescent. Two kinds of reactions in this form are 
distinguished: (1) tuberculoid reactivation, which is primarily 
an acute activation of preexisting tuberculoid lesions, and (2) 
reactional tuberculoid leprosy, an abruptly developing condi- 
tion. The recently recognized borderline form develops in pa- 
tients with the tuberculoid form as a result of repeated or 
severe reactions that overcome the patient’s resistance. It is 
often diagnosed as lepromatous because of its bacteriological 
positivity and lepromin negativity, but it has certain distinc- 
tive features. The condition of many patients is difficult to 
classify because it shows intermediate characteristics. The prin- 
cipal difficulty is the distinction between borderline and lepro- 
matous cases. 


Serum Iron in Visceral Leishmaniasis.—C. R. Das Gupta and 
co-workers (Bulletin Calcutta School of Tropical Medicine, 
July, 1956) state that anemia of a varying degree is seen in 
visceral leishmaniasis. The use of hematinics alone, without 
specific treatment, rarely, if ever, improves the blood picture. 
Other factors in the causation of this anemia are hypersplen- 
ism, hemolysis, and associated nutritional deficiencies of iron 
or antimegaloblastic factors. Other authors have shown that 
the serum iron and iron binding capacity of the serum are 
low in chronic infections. The present study was undertaken 
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to see whether the anemia of leishmaniasis conforms to the 
pattern seen in chronic infection. Studies of the serum iron, 
iron binding capacity, and iron absorption of 29 patients with 
this disease were made before and after the specific treatment 
was started. In untreated patients these values were low as 
compared with those in patients with other chronic infections. 
There was, however, no significant correlation between the 
degree of anemia and the degree of depression in the values. 
After specific treatment, the iron binding capacity and ab- 
sorption values improved, but in many the serum iron re- 
mained low. These findings indicate that, in addition to hema- 
tological values, the serum iron level can serve as an additional 
index of improvement. The results show that chronic infection 
plays a significant part in the causation of anemia in leish- 
maniasis. 


Cutaneous Nocardiasis.—Chakraborty and Banerjee (Bulletin 
Calcutta School of Tropical Medicine, July, 1956) observed 
six patients with cutaneous actinomycosis in four of whom 
the organism was isolated and identified as belonging to the 
genus Nocardia. Two patients treated with sulfonamides, vari- 
ous antibiotics, potassium iodide, and x-ray did not respond 
and died of the disease. The third showed 25% improvement 
when put on therapy with isoniazid and aminosalicylic acid. 
The fourth, who had had a swelling of the left ankle with 
multiple sinuses for about six years, appeared to have improved 
clinically after five and a half months of the same treatment, but 
he still complained of occasional pain in the leg and restric- 
tion of movement of the involved ankle. 


Synthetic Drugs for Cholera.—Lahiri and Guha (J. Indian M. A. 
27:161, 1956) reported that earlier investigation with a crude 
extract named thiodiamine, obtained from the decomposition 
products of the barks of Crataeva roxburghii, showed good 
antibacterial action against Vibrio comma. Elucidation of its 
structural formula prompted the investigation of some related 
compounds, generally of phenyl and diphenyl linkages, for 
antibacterial properties. Four of them (orthothiocarbamidophenol, 
4’-4’-dihydroxythiocarbamidophenol, ortho-aminophenol, and 
para-aminophenol) were found to have marked antibacterial 
effects against V. comma in vitro. They also showed, in varying 
degrees, antibacterial actions against Streptococcus hemolyticus, 
Micrococcus pyogenes var. aureus, Shigella shigae, and Salmo- 
nella typhosa. They had no action against Escherichia coli. They 
were also found to have very low toxic effects when orally 
administered to rabbits for a short time. On clinical trial in the 
treatment of cholera, their effects on death rates were incon- 
clusive. In severe infection the antibacterial effect of para- 
aminophenol on stool cultures taken every four hours was found 
to be practically equal to that of sulfaguanidine or oxytetracy- 
cline. The effect of ortho-aminophenol appeared to be a little 
less. These compounds, especially the aminophenols, were not 
recommended for wider use without further trial. 


Treatment of Malaria.—M. N. Jinda (J. Indian M. A, 22:204, 
1956) states that an earlier experimental study on the toxicity 
of quinine-calcium glucono-galacto-gluconate (QCGGG) on the 
cardiovascular system of dogs had shown that this drug is much 
safer when administered parenterally as compared with quinine. 
He has now given a 10% solution of QCGGG intravenously to 
40 patients with proved malaria. The dosage was calculated 
according to the age of the patient. Blood smears were checked 
on the fourth day and subsequently every week for four weeks. 
Clinical cure was obtained in 30 of these patients. The drug 
was found effective against Plasmodium vivax and Plasmodium 
falciparum but was ineffective against their gametocytes. It is 
not recommended for the routine treatment of malaria. 


Hyperplastic Intestinal Tuberculosis.—k. L. Wig and co-workers 
(Indian Journal of Tuberculosis, September, 1956) state that an 
earlier investigation revealed many of the chronic granulomatous 
lesions of the ileocecal region to be tuberculous in origin. Al- 
though these lesions may not show the typical histopathological 
appearance of tuberculosis and no organisms could be isolated, 
the findings may change, with or without specific antitubercu- 
losis treatment, in favorable cases with progress of the disease. 
The authors, therefore, obtained, in a series of 42 patients, 
roentgenograms of the chest and gastrointestinal tract, cultures 
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of sputum and gastric washings for acid-fast bacilli, and bacteri- 
ological and histopathological examination of the mesenteric 
nodes and resected loops of the small and large intestine. Clin- 
ically, most of the patients complained of a dull abdominal 
aching pain with acute exacerbations. Symptoms, signs, and 
radiologic examination pointed to a diagnosis of chronic intestinal 
obstruction. In group 1, consisting of 14 patients, the diagnosis 
was established by the isolation of Mycobacterium tuberculosis 
and by histopathological examination. In group 2 (14 patients ) 
typical histopathological findings were observed but no organisms 
were isolated. In group 3 (14 patients) neither the bacteriologi- 
cal nor the histopathological findings were diagnostic, but, taken 
in conjunction with the clinical features and the presence of 
small -caseous areas in some patients, these lesions were con- 
sidered tuberculous in origin. Typical histopathology is not 
always seen, and nonspecific round cells and plasma cells may 
be the only evidence of tuberculous inflammation, particularly 
of mucous membranes. Most of the patients had had prolonged 
antituberculosis treatment, and healing had already started in 
many of them. 


Paper Electrophoresis.—M. kK. K. Menon and co-workers (Journal 
of Obstetrics and Gynaecology of India, June, 1956) state that 
serum protein values of normal nonpregnant women cannot be 
taken as normal standards for those who are pregnant. An in- 
vestigation was therefore undertaken to obtain standard figures 
for the serum protein values at the full term of pregnancy and 
to compare those values with others obtained in women whose 
pregnancies were complicated. The study included 8 normal 
nonpregnant women of the same age group, 52 women with 
normal pregnancies at full term, 16 with anemia complicating 
pregnancy, and 13 with eclampsia complicating pregnancy. 
Serum protein fractions were estimated by paper electrophoresis. 
In women with normal pregnancies at term there was a statisti- 
cally significant drop in the total proteins, which was mainly 
due to the fall in the albumins. There was a slight rise in the 
serum alpha,, alpha,, and beta globulin values. There was no 
change in the serum gamma globulin value at full term. In 
eclampsia there was a further drop in the total proteins and 
albumins. The alpha,, alpha,, and beta globulin values showed 
no significant change. The lowest values of gamma globulin 
were obtained in eclampsia, and the fall was statistically signifi- 
cant. In pregnancies associated with anemia and hypoproteinemia 
there was a significant fall in all the fractions except alpha, and 
gamma globulins. 


Late Abortions.—H. V. Tilak studied a series of 600 patients 
with abortion occurring after the fourth month of pregnancy 
(Journal of Obstetrics and Gynaecology of India, September, 
1956). Of these patients, 311 were found to suffer from one or 
more conditions that usually cause abortion. The Rh factor played 
little or no part in isoimmunization of the mother to cause 
abortion. Nephritis was also a negligible factor. Seminal defects 
was a major cause if the finding of abnormal sperms in 44, or 
46%, of 95 seminal specimens is applied to the series as a whole. 
Excessive torsion or twisting of the umbilical cord was found in 
12% of the cases in which the products of conception were 
available for inspection. Excessive twisting seems to be a cause 
and not a result of maceration of the fetus. The frequency and 
variety of pathological conditions in the placenta was an out- 
standing finding in this inquiry. It was found in 30% of the cases 
in which the products of conception could be studied. A combi- 
nation of some unhealthy factors before and during pregnancy 
seems to increase the risk of abortion. Complete general and 
local examination and treatment before conception of married 
persons who complain of long sterility or repeated abortions, 
stillbirths, and premature deliveries is an important step in re- 
ducing the incidence of late abortions. The inquiry points to the 
importance of antenatal care and treatment of mothers from 
the time pregnancy is first suspected, with a view to remedying 
as many of the devitalizing factors as possible. 


Adrenal Cortical Causes of Toxemia of Pregnancy.—R. K.. K. 
Tampan and co-workers (Journal of Obstetrics and Gynaecology 
of India, September, 1956) investigated the activity of adrenal 
cortex in normal nonpregnant women, normal pregnant women, 
and women with toxemias of pregnancy. Significant increase in — 


Vol. 162, No. 18 


the corticosteroid excretion was noted in patients with toxemia 
of pregnancy. This excretion returns to normal in the postpartum 
period when the toxemia has subsided. A close inverse propor- 
tionate relationship between the sodium-potassium excretion ratio 
and the formaldehydogenic steroid similar to the relationship 
exhibited by aldosterone was demonstrated. Severe pyridoxine 
deficiency was shown to cause morphologic changes in the 
adrenal cortex, which returns to normal after injections of pyri- 
doxine. Other factors of the vitamin B complex cause similar 
changes. A deficient niacin intake was found in patients with 
preeclampsia and eclampsia. This defect may be the initial 
stimulus resulting in enlargement of the zona fasciculata of 
the adrenal cortex, with increased production of corticosteroids. 
This, in turn, by inhibiting the production of progesterone, 
causes premature maturation of the placenta, producing an 
enzyme that ultimately acts adversely on the vascular and renal 
systems. Vitamins, to be effective in the prevention of toxemia, 
should be given in the first month of pregnancy, as such supple- 
ments may fail to reduce the incidence of preeclampsia and 
eclampsia once the placenta is formed. 


NORWAY 


Testing of New Drugs.—At an Inter-Scandinavian medical con- 
ference last summer a discussion centered about the merits and 
ethics of double-blind testing of new remedies. Prof. O. J. 
Broch of the University of Bergen stated his views on the sub- 
ject in the daily newspaper, Aftenposten, for Oct. 5. He re- 
called that a few years ago the world at large was tricked into 
believing in fantastic claims on behalf of chlorophyll, which was 
not tested by this method. It is ethically indefensible to give 
inert tablets when the drug to be tested has self-evident merits 
and the disease in Guestion is serious, but the situation is some- 
what different when the merits of a certain remedy are in doubt 
and its prolonged use is costly. As a case in point, Professor 
Broch referred to the treatment of angina and other manifesta- 
tions of heart disease with anticoagulants. Were this treatment 
to be applied wholesale to such patients, the cost to the com- 
munity would be enormous and the patients would have to sub- 
mit to tedious years of close medical supervision. Here, then, is 
a field in which the judicious treatment of alternate patients 
should help to clarify matters. Anticoagulants have proved use- 
ful in certain diseases, but we have yet to learn exactly which 
they are and under what special conditions. Professor Broch 
concludes that we are not justified in dispensing with this test 
for distinguishing between potent and impotent remedies. 


The Choice of Site of BCG Vaccination.—The BCG laboratory 
in Bergen acts as a clearing house for information on BCG vac- 
cine. Its latest advice is to shun the thigh as a site for vaccina- 
tion because of the greater risk of severe local reactions and 
regional adenitis after an intracutaneous injection. The outer as- 
pect of the upper part of the arm is to be preferred, and who- 
= insists on vaccination of the thigh should be warned of the 
risk. 


Smallpox Vaccination.—The new smallpox vaccination law that 
came into force on July 1, 1955, was framed to encourage such 
vaccination early in life to reduce the risk of postvaccinal en- 
cephalitis to the minimum. According to this law vaccination 
should be carried out before the end of the calendar year fol- 
lowing that in which a child is born. The sponsors of this law 
also emphasized the importance of educational propaganda ad- 
dressed to the educated as well as to other elements of the com- 
munity. An investigation undertaken by Dr. K. H. Torp (THe 
JournaL, Dec. 24, 1955, page 1675) showed that the medical 
profession does not set as good an example in this respect as it 
should, but early vaccination has of late been more popular 
than it was, to judge by a study of the subject published in 
Tidsskrift for den norske legeforening for Oct. 1 by Dr. T. 
Bjerkedal, who has scrutinized the vaccination records of school 
children in Oslo. Four schools, representing different social 
strata, were studied, and the parents were graded in four differ- 
ent groups according to their social standing. The lowest social 
group had the lowest vaccination rate, and 62% of the total 
of 4,608 children had already been vaccinated. About 53% of the 
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vaccinated children had been under the age of 2 years when 
vaccinated, What was encouraging, and indicative of the value 
of popular health propaganda in recent years was the rise in the 
relative number of early vaccinations. Thus only 33.5% of the 
children born in 1941 had been vaccinated under the age of 
2, as compared with 63.9% of those born in 1947. 


Fibrositis of the Breasts.—Dr. H. Schartum-Hansen has found 
that the pain and tenderness associated with chronic fibrositis of 
the breasts tend to disappear after only a few days’ treatment 
with corticotropin (Nordisk medicin, Oct. 25). The four patients 
in his series ranged from 20 to 36 years of age, and the total 
dosage of the drug, given for five to nine days, ranged from 0.6 
to 1.0 gm, the initial dose being from 100 to 200 mg. The dis- 
appearance of pain and tenderness coincided in some patients 
with diminution or disappearance of palpable swellings. 


UNITED KINGDOM 


Smoking and Cancer of the Lung.—In October, 1951, Prof. A. 
Bradford Hill sent to each of the 59,600 members of the medical 
profession in the United Kingdom a questionnaire asking infor- 
mation about their smoking habits; 40,701 adequate replies 
were received. Since then, the registrar general has given Pro- 
fessor Hill details of every death of a physician. With Richard 
Doll (Brit. M. J. 2:1071, 1956), Hill has now analyzed the 
findings for the 53-month period from November, 1951, to 
March, 1956. During this period there were 1,854 deaths. Of 
these, 1,714 occurred in men 35 years of age and above. This 
group forms the basis for the authors’ report. Of these 1,714 
deaths, 81 were due to cancer of the lung. 

The analysis shows a marked and steady increase in the death 
rate from cancer of the lung as the amount smoked increases. 
Thus, the annual death rate from cancer of the lung rises from 
0.07 per 1,000 in nonsmokers to 0.47 per 1,000 in smokers of 
1 to 14 gm. of tobacco a day (1 gm. is approximately equal to 
one cigarette ), to 0.86 per 1,000 in smokers of 15 to 24 gm. of 
tobacco a day, and to 1.66 per 1,000 in smokers of 25 gm. or 
more of tobacco a day. In other words, the death rate of heavy 
smokers was about 20 times that of the nonsmokers. The rising 
mortality from cancer of the lung in smokers compared with 
nonsmokers and in heavy smokers compared with light smokers 
was observed in each of four age groups: 35-54, 55-64, 65-74, 
and over 75. The mortality from cancer of the lung was sub- 
stantially and significantly greater in cigarette smokers than in 
pipe smokers. The annual death rate from this cause rose from 
0.95 per 1,000 in smokers of 1 to 14 cigarettes a day to 1.67 per 
1,000 in smokers of 15 to 24 cigarettes a day and to 2.76 per 
1,000 in smokers of 25 or more cigarettes a day. The death rate 
of heavy smokers was about 40 times that of nonsmokers. 

Evidence is produced suggesting that giving up smoking re- 
duces the risk of dying of cancer of the lung. The annual death 
rate per 1,000 in those who had given up smoking for 10 or 
more years was 0.35, as compared with 0.59 in those who had 
given it up for less than 10 years and 1.03 in those who were 
still smoking. In other words, the mortality from this cause 
among current smokers was three times as great as that among 
men who had given up smoking for 10 or more years and 76% 
greater than that in men who had given it up within the previous 
10 years. Since an analysis of a random sample of questionnaires 
showed that there was remarkably little difference between the 
smoking habits of physicians residing in Greater London, in large 
towns, and in other districts, it is concluded that the contrasts 
in lung cancer mortality between smokers and nonsmokers can- 
not be attributed to a differential exposure to atmospheric pollu- 
tion that happens to be associated with smoking habits. 

Study of the deaths from cancer in sites other than the lung 
did not reveal, other than for one possible exception, any asso- 
ciation between mortality and smoking. The exception was can- 
cer of the upper respiratory and digestive tracts, from which the 
number of deaths was insufficient to substantiate a possible trend. 
In total, mortality from cancer of sites other than the lung was 
2.04 per 1,000 in nonsmokers and 2.02 per 1,000 in smokers. 
Mortality from coronary thrombosis showed a slight but signifi- 
cant relationship with smoking, but the trend was distinct only 
in the 35-to-54-years age group. Three other causes of death 
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showed a steady increase in mortality from nonsmokers to heavy 
smokers: chronic bronchitis, peptic ulcer, and pulmonary tuber- 
culosis, but only with chronic bronchitis was the increase signifi- 
cant, rising from 0.12 per 1,000 in nonsmokers to 0.72 in heavy 
smokers. 


Smoking and Pulmonary Tuberculosis.—In the same issue of the 
British Medical Journal (page 1081), C. R. Lowe reports his 
findings in a group of 1,200 patients with respiratory tubercu- 
losis. Among patients in both sexes of over 30 years of age with 
pulmonary tuberculosis there was a highly significant small 
number of nonsmokers and light smokers and a very large num- 
ber of moderate and heavy smokers, The persons used by the 
author as controls came from certain sections of the local hospital 
population. He found that 11.7% of the tuberculous men were 
nonsmokers or had smoked less than 10 cigarettes a day as 
compared with 21% of the controls, while 50.1% of them had 
smoked 20 or more cigarettes a day as compared with 43.4% of 
the controls. From this he concludes that smoking may be an 
important cause of the breakdown of healed or quiescent respira- 
tory tuberculosis in adults and may account for much of the 
excessive male mortality in middle and late life. This excessive 
mortality rate has become a marked feature in most large in- 
dustrialized countries in recent years. 


Increase in Scabies.—There has been a significant increase in the 
number of patients with scabies, according to Dr. F. F. Hellier, 
in the British Medical Journal (2:1117, 1956). A disturbing fea- 
ture is the fact that in most cases the diagnosis is unsuspected 
by the general practitioner. Hellier, a dermatologist, suggests 
that 10 years of almost complete absence of scabies has tended 
to make older practitioners forget the diagnosis, while the new 
generation has not become familiar with it. 


Faulty Feet.—Dr. I. Gordon, health officer for Ilford, reports that, 
of 1,400 school children between the ages of 9 and 10 years, 
drawn from all social levels, 468 had foot defects. Hallux valgus 
was more common among girls, accounting for 34% of all defects, 
compared with about 12% for boys. More girls had curled toes, 
presumably due to the wearing of tight shoes. The incidence of 
flat feet was equal in both sexes, but the number of boys with 
valgus ankles was double that found in girls. None of the chil- 
dren complained of pain in the feet or legs. 


The “Open Door” in Mental Hospitals.—In his annual report 
for 1955, Dr. P. K. \.cCowan, the superintendent of Crichton 
Royal, Dumfries, one of the largest and oldest mental hospitals 
in the United Kingdom, reports that 6 of the 10 admission wards 
and 27 of the 31 long-stay wards in the hospital are now open. 
This means that 966 of the patients are in open wards and 266 
in closed wards. Many of the patients in the closed wards are on 
parole, which means that it is only administrative necessity that 
prevents an even higher proportion of the patients from being 
in open wards. During the year, treatment with chlorpromazine 
and reserpine has continued to be tried out on an extensive scale, 
with very satisfactory results. In this period 16 standard leu- 
kotomies were performed. The results were in accordance with 
the hospital’s last follow-up study, which showed that 34% of 
the patients undergoing leukotomy had been discharged socially 
recovered and that most of these were gainfully employed; a 
further 33% were much improved, although they still required 
hospitalization. The best results continue to be obtained in those 
whose preoperative personality was largely intact and who had 
well-adapted personalities before their breakdown. With few 
exceptions the patients operated on were those with schizo- 
phrenia who failed to respond to other methods of treatment 
and who were otherwise destined to spend the remainder of 
their lives as severe mental invalids. To date, 504 leukotomies 
have been performed on 450 patients, of whom 37 have had a 
second and 4 a third operation. 


Tubercle Bacilli in Pasteurized Milk.—In Great Britain two main 
methods of pasteurizing milk are officially recognized. In the 
holding method the milk has to be retained at a temperature of 
not less than 145 F and not more than 150 F for at least 30 
minutes and must be immediately cooled to a temperature of not 
more than 50 F. In the high-temperature short-time (H. T. S. T.) 
method the milk has to be retained at a temperature of not less 


J.A.M.A., December 29, 1956 


than 161 F for at least 15, seconds and be immediately cooled to 
a temperature of not more than 50 F. In the holding method 
the milk is kept in a closed vessel during the whole time of its 
exposure to the prescribed temperature. In the H. T. S. T. meth- 
od it flows continuously through a tube or a series of plates, 
which have to be adjusted so as to insure that every particle of 
milk receives the necessary amount of heat. During the years 
1949 to 1952 an investigation was made by 22 public health 
laboratories in England and Wales concerning the presence of 
tubercle bacilli in milk pasteurized by these two methods. In 
the report of the investigation (Month. Bull. Min. Health 15:232, 
1956) it is stated that, of the milk samples treated by the hold- 
ing method, 8 of 201 giving a positive phosphatase reaction pro- 
duced tuberculosis on injection into guinea pigs; none of the 
524 giving a negative phosphatase reaction did so. Of the milk 
samples treated by the H. T. S. T. method, 2 of 93 phosphatase- 
positive samples produced tuberculosis in guinea pigs, but there 
was reason to believe that these 2 were raw milk samples used 
in error. Of 3,507 phosphatase-negative samples, one contained 
tubercle bacilli that were apparently derived from a filling ma- 
chine used for tuberculous raw milk and one produced minimal 
lesions in the guinea pig. The lesions were reported at the time 
as being tuberculous, but the subsequent examination showed 
them to be almost certainly not due to the tubercle bacillus. As 
only a small proportion of phosphatase-negative milk samples 
were injected into guinea pigs, these figures cannot be used for 
calculating the real incidence of tubercle bacilli in pasteurized 
milk, but they can be used for comparing the efficacy of the 
two methods. They show that 8 of 725 (1.1%) samples treated 
by holding and one of 3,600 (0.03%) samples treated by the 
H. T. S. T. method contained tubercle bacilli. Although these 
results are taken to indicate that the H. T. S. T. method is the 
more satisfactory, it is noted that samples of milk reacting posi- 
tively in the phosphatase test occur sufficiently often to justify 
more stringent control of processing, particularly of the smaller 
plants, by the sanitary authorities. 


Psychosomatic Disease in General Practice.—Psychosomatic dis- 
ease accounts for 15 to 20% of all the illnesses seen in an average 
practice in Great Britain, according to John Fry (Practitioner 
177:554, 1956). In his own suburban practice of 5,000 patients, 
the most common psychosomatic disorders are hypertension 
(6%), migraine (2.8%), duodenal ulcer (2.5%) and asthma (1.3%). 
Other psychosomatic conditions treated included rheumatoid 
arthritis, fibrositis, ulcerative colitis, hay fever and vasomotor rhi- 
nitis, thyrotoxicosis, and menstrual and skin disorders. With the 
exception of hypertension, the incidence of which rises with 
age, and of asthma, which has its maximal incidence in child- 
hood, most of these disorders occur in patients between 30 and 
60 years of age. There is much sex variation. In the case of 
duodenal ulcer, men outnumber women 4 to 1, whereas in the 
case of hypertension, migraine, rheumatoid arthritis, and thyro- 
toxicosis, women outnumber men 4 to 1. The sex distribution 
is fairly equal in asthma, fibrositis, and the psychosomatic der- 
matoses. It is rare for a patient to suffer from more than one of 
these psychosomatic disorders at any one time. The only group 
of disorders to which some of these patients are prone are the 
effective neuroses; this is particularly evident in patients with 
migraine and duodenal ulcer. It is also unusual in the course of 
these disorders to find any sudden and obvious emotional stresses 
resulting in a consequent psychosomatic episode. It is much 
more usual to find that the summation of a series of hidden 
stresses is responsible. 

In a seven-year period 36 of the author's 305 hypertensive 
patients, or 12%, died. In only 62 (20%), and this included many 
who subsequently died, were there any complications, and in 
only 35 (11%) were there any subjective symptoms related to 
complications. Of 145 patients treated for migraine 93 (63%) 
were well controlled, 42 (29%) were moderately well controlled, 
and in 11 (8%) there was failure to improve. Medical treatment 
kept 75% of the patients with duodenal ulcer relatively free 
from symptoms and at work. In the same seven-year period, of 
the 67 patients with asthma 2 died, 2 were severely disabled 
and unable to work, 8 were moderately disabled and required 
more-or-less continual therapy, and the remaining 55 (82%) 
were all leading normal lives with only occasional and minor 
episodes, which required either no specific treatment or merely 
ephedrine by mouth or inhaler. 
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CORRESPONDENCE 


HYPERGLYCEMIA AND GLYCOSURIA FOLLOWING 
CHLORPROMAZINE THERAPY 


To the Editor:—On the medical service of a large neuropsychi- 
atric hospital, the following observations have been made during 
the past eight months in patients receiving chlorpromazine 
(Thorazine ): 1. Five patients developed transient hyperglycemia 
and glycosuria, which disappeared upon cessation of drug use. 
2. In five patients with previously controlled diabetes, the disease 
became unstabilized (higher blood sugar levels plus glycosuria ) 
while they were receiving this agent. The condition of these 
patients reverted to prior status when chlorpromazine therapy 
was discontinued. 3. Two patients who had normal fasting blood 
sugar levels and negative urinalyses before drug therapy devel- 
oped overt though mild diabetes mellitus during drug use; these 
conditions did not revert to normal when the drug was withheld. 
No present correlation has been made with the age of the patient, 
diagnosis, duration of hospitalization, sex, or dose or duration of 
chlorpromazine therapy. It is realized that this apparent relation- 
ship of chlorpromazine to a diabetic state may be fortuitous; 
such effects have apparently not been described previously, but 
their importance necessitates clarification of this possibility. 


Bettie W. Hires, M.D. 
Chief, Medical Service 
Veterans Administration 
Coatesville, Pa. 


HOBBIES 

To the Editor:—I am greatly interested in the Leisure Corner 
articles in THE JOURNAL, especially those that deal with the de- 
velopment of various hobbies to fill whatever minutes the busy 
physician can “steal” from his daily routine. I am one of those 
whose hobbies are collecting stamps and playing chess. I will 
deeply appreciate hearing from any accredited members of the 
American Medical Association who also collect stamps, with the 
end in view of corresponding and exchanging stamps with them. 


F. Bersamin, M.D. 
255 A. Luna, Mandaluyong 
Rizal, Philippines. 


CONGENITAL DEFECTS 

To the Editor:—I certainly agree with Dr. Ingalls (J.A.M.A. 
161:1047 [July 14] 1956) that “it is high time for orderly sci- 
entific methodologies to be used in the study of . . . congenital 
defects,” but until the results of such studies are available for 
evaluation one cannot judge how far the findings of experimental 
teratology are applicable clinically. Dr. Ingalls has obtained 
evidence from experiments with mice that maternal hypoxia (or 
some related factor) can lead to developmental defects. From 
this he concludes that hypoxia is a “nonspecific stress.” What ex- 
actly does he mean by “stress”? He goes on to say “Stress, of 
course, is to be defined more broadly than hypoxic stress” since 
other noxious agents such as x-rays, vitamin deficiencies, corti- 
sone (and, he might have mentioned, genes) produce similar de- 
fects. Furthermore, he states, “a constellation of adverse maternal 
factors . . . anemia, hypothyroidism, organic heart disease, sys- 
temic hypertension, retroflexion, and tumor of the uterus” may 
affect the maternal organism in such a way that it triggers off 
“critical stress that leaves its impress on the conceptus for life,” 
and, elsewhere, “The evidence is overwhelming that many, if not 
most, anomalous children have survived a temporary intrauterine 
stress” (in the summary the “many, if not most,” changes to 
“most” ). To paraphrase his argument—stresses are those factors 
that produce congenital defects. Therefore, congenital defects 
are caused by stresses. This is perfectly logical but does not im- 
prove our understanding of the causes of congenital defects. In 
order to prove that any given factor is teratogenic in humans one 
must begin by demonstrating either (1) that pregnancies ex- 
posed to the factor produce defective offspring more often than 
otherwise comparable pregnancies not exposed to the factor or 


(2) that the factor occurred in the pregnancies leading to defec- 
tive offspring more often than in otherwise comparable preg- 
nancies not leading to defective offspring. The only statistical 
evidence Dr. Ingalls quotes was obtained by the second method 
and concerns the prevalence of retroflexion of the uterus in 50 
mothers of Mongoloid babies (24%), as compared to that in the 
mothers of a control group (8%). Here the difference between the 
two groups is not statistically significant, even at the 5% level, 
and hence may well be attributable to sampling error, rather than 
to any causal relationship. Although there is undoubtedly some 
truth in what Dr. Ingalls says, we have yet to find out how much. 
Until we have some solidly based clinical data, collected without 
bias, there is no justification for applying the findings of experi- 
mental teratology to humans. 


F, Crarke Fraser, M.D., Ph.D. 
Department of Genetics 

McGill University 

Montreal, Canada. 


STUDY OF SKELETONS 

To the Editor:—J. Walter Wilson, M.D., in “Dividing Lines in 
Specialized Medical Practice” (J. A. M. A. 162:1025 [Nov. 10] 
1956) states: “Studying bones recovered from early Stone Age 
strata, LeBaron found the skeletons of 18 men who had had 
fractured limbs, only 3 of which would be considered to have 
healed poorly, even by today’s standards, thereby indicating 
that there were persons then living who had become expert at 
setting fractures.” Although it is recognized that these state- 
ments are purely for background purposes in the development 
of his main topic, specialized medical practice, perhaps correc- 
tion of two errors in the quotation above is worthwhile. First, 
LeBaron’s study was concerned primarily with the neolithic 
rather than the paleolithic period ( Palés, L.: Paléopathologie et 
pathologie comparative, Paris, Masson & Cie, 1930). Second, 
although granting that surgical skills had been developed in the 
neolithic period (e. g., trephining), the argument for this on 
the basis of position of healed fractures is not considered valid. 
Schultz has shown that well-healed fractures occur in significant 
proportions in wild anthropoids, among whom specialized medi- 
cal skills are not highly developed (Schultz, A. H.: Notes on 
Diseases and Healed Fractures of Wild Apes and Their Bearing 
on Antiquity of Pathological Conditions in Man, Bull. Hist. Med. 
7:571, 1939). This comment is submitted to clarify a statement 
made by Wilson in an otherwise excellent paper. It is hoped this 
observation will not be considered as mere academic sophistry. 


James G. Roney Jr., M.D., Ph.D., M.P.H. 
Medical Officer 

Department of Public Health and Welfare 
County of San Mateo 

San Mateo, Calif. 


MEDICAL AUDIT OF TESTIMONY GIVEN IN COURT 


To the Editor:—Each county medical society should establish 
a medical audit of testimony given in court. This will give every 
testifying physician a score. Offenders with low score in honesty, 
integrity, and reliability of testimony can then be summoned 
before the executive committee and warned. If the practice of 
testifying “one way or the other” flagrantly persists, that physi- 
cian should be dropped from the society. If he is a diplomate of 
any American board or college, this would really hurt. If not, 
the opposing lawyer could ask “Are you a member of your county 
medical society?” and “Why not?” I believe there is no need to 
explain at whom this is directed. It should clear the air around 
the courts; lawyers and the public would have more respect for 
the physician. Perhaps THe JourRNAL could circulate this need 
until it jells into concrete reality. 

Jasper A. Forestiere, M.D. 

15 Treadwell Ave. 

Madison, N. J. 
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THE LEISURE CORNER 


TIME OUT FOR CLOCKS 


“Tick-tock” is a sound that masks ages of calculation; “ding- 
dong” is a sound that covers centuries of mechanical invention. 
The movement of the hands on the face of a clock, any clock, is 
a recording of infinity by man’s measuring stick known as time. 
For time, says the philosopher, is a dimension. Astrophysicists 
now aver that the universe is in a state of constant change, reiter- 
ating the declamation of an ancient prophet, “A thousand years 
is but a day to God, and a day is a thousand years.” We are told 
that if man could fly at a speed greater than light, he would be 
able to squat somewhere in space and see the construction of 
the pyramids. 

Doctors who profess an interest in clocks enjoy their hobby 
without waiting for the coming of incredulous rates of speed 
and travel; indeed, they are unconcerned with machines that 
will measure the fourth dimension. These earth-bound, time- 
bound hobbyists enjoy clocks not only for their ability to keep 
accurate time but also for their intrinsic worth as decorative 
objects for the home. 

An appreciation of old clocks usually comes naturally. A clock 
that holds considerable appeal for most collectors is the English 
clock, which has a twofold claim to recognition. First of all, if it 
be a fine old English clock, it will prove a reliable, accurate 
timekeeper. Secondly, clocks from certain periods are representa- 
tive of styles of decoration now equaled but not surpassed by 
copyists. The English clock is actually a monument to a type of 
superb craftsmanship now almost extinct. 

To set out to buy an old clock is for the beginner an experience 
akin to starting out to buy a horse. In the latter instance, a horse’s 
teeth may be filed down and the hoofs pared to simulate equine 
youth. In an old clock, however, it is possible to add touches that 
will serve as a pretense for antiquity—a pair of old hands here, 
an antiquated-looking dial there, and an enshrining case of no 
particular period at all. Taken together, this could seem time’s 
classic imprint of age. Then one might be induced to quote the 
Merchant of Venice, “I never knew so young a body with so old 
a head.” 

When one is contemplating the purchase of a clock, the case, 
the dial, and the hands should be studied very carefully. It is 
important tq detect errors made by clumsy repairers and un- 
skilled restcrers who, often as not, have destroyed fine work. 
Moreover, there is the movement to be considered, the mech- 
anism that makes a clock a truly worthwhile clock. These features 
are often overlooked by the average snapper-upper of old clocks 
or, when they are seen, not understood. 

A clock is an ornament in a well-appointed home, whether it 
is located in the hallway, in the living room, or elsewhere. The 
contemporary collector wants a clock not so much because it is 
of ancient vintage but because he correctly assumes there are 
certain qualities represented in an old clock maker’s art that are 
not to be found in later periods. A wise collector will not place 
himself in the hands of a dealer who has sold a thousand clocks, 
but in the hands of a practical clock maker, a trained artisan 
with a knowledge of old movements and one to whom clocks are 
more than inanimate objects. For him a clock is something with 
a soul. 

Then there is the brass lantern clock, which usually appeals 
to the artist. In the famous painting “The Doctor,” by Samuel 
Luke Fildes, there is a brass clock that adds a sense of immediacy 
to the emotional impact of the scene. The Old Masters frequently 
used brass clocks and candelabra to grace the paintings of in- 
teriors in the Low Countries. The reason for the name of the 
lantern clock may puzzle the contemporary collector. Its shape 
follows that of the lantern of the period in which the form was 
introduced, and it was made to hang on a wall. Form and usage 
determined its name, although, because it has spiked hooks to 
hang on, it is also known as a bracket clock. 

The grandfather clock has no equal within its limits. It runs 
for eight days, and its construction is so lacking in mechanical 
guile that, when a repair job is required, a specialist need not be 
called. The grandfather clock has survived for two centuries or 
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more as a standard English clock. The popular, endearing name 
suggests a certain amount of fascination for many people; indeed, 
it has been called the heritage of the poor, since it passes down 
from one generation to another. It is often cherished as an article 
of furniture and sometimes endowed with a value far greater 
than its actual worth. 

The Shepherd or del Pastor, as it is known in Madrid, is one of 
the most celebrated clocks in the world. It has an automaton and 
an astronomical mechanism and apparently is the only clock 
known to possess such unusual functions. This clock indicates 
hours, minutes, and seconds, strikes hours, and repeats the hours, 
quarter-hours, and half-hours. The center of the dial presents the 
equation of time; a yearly calendar of the day, which corresponds 
to the length of each month; a calendar of the moon; signs of the 
Zodiac, which appear at the same time as the sun; the four 
seasons of the year; and an artificial solar dial, which indicates 
the hours by means of a visible shadow. Above the integrated 
center is a celestial vault, in which stars appear and disappear at 
the same time as seen in the heavens. The sun and the moon 
follow their respective courses according to the system of 
Ptolemy. This amazing clock displays the sun declining with the 
seasons. The moon in its different phases, despite its various 
positions, always appears illuminated on the side opposite the 
sun. When the weather turns rainy, the clock shows a cloudy 
sky covered with artificial clouds; these disappear the moment 
the sky clears. 

Moreover, when the hour strikes, one hears a carillon of six airs, 
part of which are played as an echo. Stationed on a balcony is a 
lady, who is seated holding a book in her hand and beating time 
to the air that is played. She moves the book close to her eyes, 
takes a pinch of snuft several times, and bows gracefully when- 
ever the glass covering of the clock is opened. After the carillon, 
a canary whistles six airs while moving its beak and body. The 
canary is perched on the fist of a Cupid, who by his gestures 
appears to be admiring the bird. Just as soon as this performance 
is terminated, a life-like shepherd, demonstrating tongue control 
and cadences, plays several airs on his flute. While this is going 
on, two Cupids balance themselves to the tune of the air being 
played. Although their movements are rotary, their stance remains 
upright. As a finishing touch to their performance, one of the 
Cupids falls over and, turning to the spectators, gestures to his 
friend as though to ridicule his own unsteadiness. All parts of the 
clock function separately without difficulty. These are the 
accomplishments of this famous clock that once won the admira- 
tion of the Spanish court. 

The universally known cuckoo clock was first made by Anton 
Ketterer, of Schénwald in the Black Forest of Germany, in 1730. 
The charm exhibited by the cuckoo clock has captured the heart 
of many clock fanciers. Children especially love to watch the 
cuckoo bird call out the hour and the half-hour. Pediatricians 
have found that the younger generation will respond to the call 
of the cuckoo more readily than to “who’s next please?” Sizes of 
the cuckoo clock vary, and cost depends on the carvings of the 
wood, the intricacies of the design, and, of course, the quality 
of the movement. 

During the past few years the 400-day clock has become a 
favorite in many American homes. It is also known as an 
anniversary clock. During an annual celebration, held in Germany 
where these clocks are made, every owner winds his clock on the 
same day and follows this event up with social merriment. Hence, 
the name anniversary clock. Every month, hundreds of annivers- 
ary clocks are sent to this country as gifts. Today, it is estimated 
that there are over 2 million old and new 400-day or anniversary 
clocks in the United States alone, with more being shipped in 
every day. 

Any clock that appeals to collectors, whether it is a hall 
clock, chime clock, water clock, or a banjo clock, has the potential 
value and interest that an antique would have. Imitatioris ‘the 
sincerest form of flattery. A thousand replicas usually sfart wp‘a 
demand for a particular type of clock. The hobbyist f taste says 
that such and such a clock is unique in its artistic appeal to him. 
The collector with money purchases as many “uniques” and 
antiques as his distended bank account will encourage. 

Several centuries ago Francis Bacon wrote, “If a man be in 
sickness or in pain the time will seem longer without a clock or 
hourglass than with it.” It was once rare for a doctor to visit a 
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sick patient and find a clock missing from the bedside. The 
clock frequently seemed to beat the very rhythm of life into the 
heart of the patient. Many patients became startled when the 
“tick-tock” of the clock ceased. The breath of life, they imagined, 
was sponsored by the rhythm of the bedside clock, and so small a 
detail as winding a clock made them aware that they were in full 
possession of their faculties. 


“Doctors’ Legacy” 


Those who were interested in the article “The Doctor Writes 
a Letter” (Leisure Corner, J.A.M.A. 162:236 [Sept. 15] 1956) 
can find a detailed treatment in the book “Doctors’ Legacy,” the 
author of which is Dr. Laurence Farmer. This book was pub- 
lished by Harper & Brothers in 1955. 


LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Medical Examiners: Can They Be Forced to Conduct an In- 
quest?—The medical examiner of Wayne County, Michigan, was 
directed by the county’s prosecuting attorney to conduct an 
inquest in a particular case, as distinguished from an “investiga- 
tion” provided in the act creating the office of medical examiner. 
A writ of prohibition was filed seeking to restrain the medical 
examiner from so doing and the case was heard in the Supreme 
Court of Michigan. 

The question, said the court, is one of interpretation of act 181 
of the Michigan laws of 1953. By Section 2 of this act the county 
medical examiner is obligated to make examinations upon the 
bodies of designated persons. By Section 5 his investigative 
procedures are, as the counsel for respondent say, “all spelled 
out.” So far the act hints no duty or authority respecting the 
summoning of a jury and the holding of an inquisition according 
to time-honored practice. Section 7 provides that upon the 
written order of the prosecuting attorney or attorney general, 
or upon due filing of a petition signed by six electors of the 
county, the county medical examiner shall conduct an investiga- 
tion according to the procedures set forth in Section 5. Section 13 
then provides: “In counties having a medical examiner under 
the provisions of this act, the powers and duties vested by law 
in the office of coroner are hereby transferred to and vested in 
the county medical examiners and their deputies. In such coun- 
ties immediately upon the taking effect of this act, the office of 
coroner shall be abolished, and whenever reference thereto is 
made in any law of this state, reference shall be deemed to be 
intended to be made to the medical examiners created by this 
act, insofar as consistent with the provisions of this act. Any 
hearing or other proceeding pending before any coroner shall 
not be abated but shall be deemed to be transferred to the 
medical examiner of the proper county and shall be conducted 
and determined by sueh examiner in accordance with the provi- 
sions of law.” 

The prosecutor contended that all of the previously known 
powers and duties of coroners, including the power and duty 
of jury inquisition and functions thereof, were transferred by 
this section to the county medical examiner. The respondent says 
that on the strength of the words “insofar as consistent with the 
provisions of this act” the power and duty of coroner-jury in- 
quisition was not so transferred. 

The purpose of the medical examiner act, said the Supreme 
Court of Michigan, was to eliminate the senescent “crowner’s 
quest” in counties where the electorate decided by the terms of 
the 1953 act to accept the principle of pathological investigation 
in lieu of coroner-jury inquisition. We find that the legislature 
intended that the act extends investigative power only, as defined 
in sections 1 through 12, to the medical examiner of Wayne 
County. As was said in a New York decision, “The chief medical 
examiner acts without a jury, holds no inquest, renders no deci- 
sion, holds no one to answer, issues no warrant of arrest. The 
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ancient office is gone and the ancient duties have largely disap- 
peared with it. Another method of investigating suspicious 
deaths has supplanted crowner’s quest.” 

Accordingly the Supreme Court approved an order restrain- 
ing the medical examiner from summoning a jury and conduct- 
ing an inquest in the case in question. Lipiec v. Zawadski and 


O’Brien, 77 N. W. (2d) 763 (Mich., 1956). 


Right of Unlicensed Person to Use “M.D.” Degree.—The plaintiff 
filed a petition against the Board of Medical Examiners to en- 
join it from prosecuting him for alleged statutory violations. 
From an adverse judgment by the district court, the plaintiff 
appealed to the district court of appeals, second district, division 
2, California. 

The plaintiff graduated from a medical school in Ohio and 
practiced medicine in that state for a number of years. He then 
moved to California and founded the Lawton School for Medical 
Assistants. In certain advertising material in connection with this 
school, the plaintiff used his name, followed by the letters 
“M.D.” The defendant board contended that such action was a 
violation of Section 2142 of the California law that provides: 
“Any person, who uses in any sign, business card, letterhead, or 
in an advertisement the word ‘doctor,’ the letters or prefix ‘Dr.,’ 
the letters ‘M.D.’ or any other term or letters indicating or im- 
plying that he is a physician and surgeon, physician, surgeon or 
practitioner under the terms of this or any other law, or that he 
is entitled to practice hereunder, or under any other law, without 
having at the time of so doing a valid, unrevoked certificate as 
provided in this chapter, is guilty of a misdemeanor.” 

The plaintiff first contended that because he was not engaged 
in the practice of medicine, the section could not in reason apply 
to him and that the section was therefore unconstitutional as 
to him because it deprived him of a valuable property right, to 
wit, the right to the use of the letters “M.D.” to indicate the 
area of his professional training. 

Conceding, arguendo, that the plaintiff has a property right 
in the significant letters, said the court, still it must be acknow!l- 
edged that such right does not take precedence over the public 
welfare that the section seeks to conserve. It is apparent that the 
legislature may well have deemed it wise that those who instruct 
in the science of medicine should be forced to disclose their 
educational backgrounds and that they should not be allowed 
to mislead students into thinking their instructors are licensed 
to practice medicine in California. If in fact the teachers have 
had excellent medical training, there is nothing in the law that 
prevents them from indicating such fact. Medical schools do not 
uphold equally the same high standards, nor does California 
maintain reciprocity in the medical field with all other states. 
The student and the public are entitled to know the qualifica- 
tions of those who directly or indirectly affect the public welfare 
as does the medical profession. Neither graduation from a rep- 
utable institution nor want of sufficient education will excuse the 
necessity of being certified before a person may advertise his 
right to adorn his name with Dr. or M.D. Such letters are false 
insignia when a physician attempts to tell the world he is 
licensed when in fact he is not. Whether they actually practice 
here is immaterial. The intent of the legislature was to shield 
the public against those who for any reason have not been duly 
licensed. The plaintiff's offense, said the court, was in holding 
himself out as a physician in this state although he does not 
possess a valid license to do so. 

The plaintiff also contended that the section could not be 
justified under the police power because it had no relation to 
the public health or safety as applied to him. A person in Cali- 
fornia who holds himself out to the public as a licensed physician 
and purports to teach here the science of medicine and the art 
of its practice to students to enable them to pass California 
examinations, said the court, is clearly liable under the section 
and the public is aggrieved by his representing himself in the 
manner forbidden by the statute. The legislature intended every 
person engaged in professional activities properly to represent 

himself in his true capacity by appropriate title. 

Other contentions of the plaintiff were also overruled and the 
plaintiff's request was denied. Judgment for the defendant Board 
of Medical Examiners was affirmed. Lawton v. Board of Medical 
Examiners, 299 P. (2d) 362 (Calif., 1956). 
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ILLUSTRATED FILM REVIEWS 


Illustrated reviews of current films will appear when possible as a regular feature in THe JouRNAL. They will consist of an introduc- 
tion by the author followed by a pictorial digest of actual frame enlargements selected as key points of the film. This type of review 
should enable clear visualization of the author's treatment or technique. 

The first few illustrated reviews will be based on films for which a regular review has already been published; however, it is planned 
in the future to publish both the illustrated and printed review of current films in the same issue. 

Ravpu P. Creer, Director Motion Pictures and Medical Television,Council on Scientific Assembly. 


SURGICAL TREATMENT OF DISSECTING ANEURYSM 
Michael E. De Bakey, M.D., Denton A. Cooley, M.D. 


and 


Oscar Creech Jr., M.D., Houston, Texas 


Dissecting aneurysm of the aorta is associated with a grave prognosis, but recently a method has been developed that seems to of- 
fer an effective surgical approach to the problem. The underlying predominant lesion is degeneration of the elements of the media. 
The dissection commonly begins as a transverse tear in the intima and media in the ascending aorta or descending limb of the aortic arch 
near the origin of the left subclavian artery. Separation of the intramural layers of the aorta by the forceful stream of blood produces 
dissection involving all or a portion of the circumference of the aorta. Surgical treatment is directed toward correction of the dissecting 
process by removal and repair or interruption of its progress by creation of conditions compatible with function and eventual repair. One 
of two methods may be used, the first when the dissection originates in the ascending aorta and the second when it begins near the or- 
igin of the left subclavian artery. This method has been successful in 14 of 18 cases, with an operative mortality of 22%. Follow-up over 
two years indicates highly gratifying results. (This film was reviewed in THE JouRNAL, Nov. 10, page 1078. ) 


Fig. 3.—First step in operation, exposing descending thoracic aorta 
through left posterior lateral thoracotomy. Dilated aorta is freed from its 
bed and encircled above and below with umbilical tape. 


Fig. 1.—Drawing showing pathological features of dissecting aneurysm. 


Fig. 2.—Roentgenogram of chest in first case, showing characteristic wid- Fig. 4.—Next step in operation, cross clamping aorta and dividing it be- 
ening of supracardiac mediastinal shadow produced by dissecting aneurysm. tween clamps. Characteristic “double-barreled” opening representing inner 
This man, 46 years old, had a long history of hypertension. true lumen and outer false lumen may be observed. 
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h Fig. 5.—Aorta has been cross clamped and outer wall of dissecting Fig. 8.—Wedge segment being excised from inner wall of upper end of 
aneurysm is being incised with scalpel as partially organized thrombus is aorta to permit reentry from dissected passage above into true lumen below. 
sucked out of false lumen. 


Fig. 6.—Approximation of inner and outer walls to obliterate false passage Fig. 9.—-Upper and lower ends of aorta approximated by end-to-end 
in lower opening of aorta and creation of a reentry passage from false to true anastomosis. 
lumen above by wedge excision of inner wall. 


Fig. 7.—Inner and outer walls of dissecting process in lower end of aorta Fig. 10.—Anastomosis completed and occluding clamps removed, per- 


—s approximated with continuous over-and-over suture of 000 arterial mitting restoration of aortic circulation. 
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j Fig. 11.—Drawing showing completed procedure and showing how blood Fig. 14.—Patient has been anesthetized, and hypothermia, which is being 
flow is now directed from double aortic lumen above into single normal induced, is used to protect against possible ischemic damage to spinal cord 
lumen below. from arrest of circulation at this high level. 


Fig. 12.—Roentgenogram in second case, showing characteristic widening Fig. 15.—Left pleural cavity has been entered through bed of resected 
of supracardiac mediastinal shadow produced by aneurysm. Also present is fifth rib. Note markedly widened segment of aorta produced by dissecting 
the typical more radiolucent appearance of shadow on left side. process arising near origin of left subclavian artery. 


Fig. 13.—Characteristic findings of dissecting aneurysm with double aortic Fig. 16.—Drawing showing pathological features and next step in opera- 
shadow representing true and false lumens beginning at left subclavian tion. After segment of aorta Has been freed, clamps are applied to arch, left 
artery and extending throughout length of descending aorta. subclavian artery, and descending thoracic aorta. 
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Fig. 17.—Aneurysmal segment has been excised above origin of dissecting 
process, providing normal opening above. False passage in lower end of 
aorta is obliterated by approximating inner and outer walls. 
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Fig. 20.—Aortic homograft being anastomosed to lower end of aorta. 


Fig. 18.—Excised segment is rep!aced with aortic homograft, which is 
being anastomosed to upper end of aorta. 


Fig. 19.—Anastomosis of aortic homograft to upper end of aorta has been 
completed, and graft is being fitted for lower anastomosis. 


Fig. 21.—Anastomosis of aortic homograft has been completed and oc- 
cluding clamps removed, permitting restoration of normal aortic lumen. 


Fig. 22.—Excised segment of aorta, showing normal lumen markedly 
compressed by dissecting aneurysmal! process containing partially organized 
thrombus. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Influence of Hot and Humid Environment on the Patient with 
Coronary Heart Disease. G. E. Burch. J. Chron. Dis. 4:350-363 
( Oct.) 1956 [St. Louis]. 


That a hot and humid environment may be dangerous is 
evident from experiences in communities suddenly struck by 
a heat wave, when people of the older age groups and those 
with degenerative diseases are especially prone to succumb. 
The author reviews observations he made in studies carried out 
over a number of years on the influences of a hot and humid 
environment on the cardiovascular system. He emphasizes that 
such an environment can increase cardiac work as much as 
strenuous physical exercise. The hot and humid environment 
produced by climate, industrial working conditions, or over- 
crowding of the sickroom must be considered in the treatment 
of all patients in whom it is desired to reduce cardiac work. 
Greater use of air-conditioning in hospitals, cardiac wards, 
offices, and homes will assist toward this end. Many important 
problems concerning the influence of the hot and humid environ- 
ment upon man remain unsolved and should be studied. 


Acute Coronary Insufficiency: Its Differential Diagnosis and 
Treatment. A. M. Master, H. L. Jaffe, L. E. Field and E. Donoso. 
Ann. Int. Med. 45:561-581 (Oct.) 1956 [Lancaster, Pa.] 


Acute coronary insufficiency is a specific clinical, electro- 
cardiographic, and pathological entity differing from both angina 
pectoris and acute coronary occlusion. It indicates a more pro- 
longed and severe myocardial ischemia than does “angina,” yet 
does not present the characteristic electrocardiographic and 
laboratory features of major infarction secondary to coronary 
occlusion. There is no change in the heart sounds; there is no 
pericardial rub, heart failure, or peripheral embolization. In 
coronary insufficiency mild fever, slight leukocytosis, and a slight 
increase in sedimentation rate may appear, if significant suben- 
docardial necrosis results. No acute thrombus is present in the 
coronary arteries at autopsy. The incidence of “acute coronary 
insufficiency” is much greater than that of coronary thrombosis. 
Since an attack of “acute coronary insufficiency” is rarely fatal, 
postmortem studies and statist:cs to determine its frequency are 
not reliable. The pathological studies that are available, par- 
ticularly among Armed Forces personnel and in cases of “sudden 
death” in civilians, indicate that myocardial infarction occurs 
not infrequently without any thrombosis, i. e., as the result 
of “acute coronary insufficiency.” Estimating that one million 
attacks of coronary thrombosis occur annually in the United 
States, the authors regard it as probable that at least 1.5 to 
2 million attacks of “acute coronary insufficiency” occur each 
year. 

Acute coronary insufficiency can develop spontaneously. 
Often it follows severe hemorrhage, tachycardia, marked 
physical exertion, emotional upset, trauma (surgical or acci- 
dental), sudden hypertension, shock, pulmonary embolism 
and infarction, severe infection, and heart failure. Such cases 
should be termed “acute coronary insufficiency” secondary to 
whatever the causative condition may be. Prompt treatment of 
the precipitating factor may terminate the resultant coronary 
insufficiency and may even prevent it. In acute hemorrhage, 


The place of publication of the periodicals appears in brackets preceding 
each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “‘Library, American Medical Association.” Periodical files cover 
1947 to date only, and no photoduplication services are available. No 
charge is made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for lending but can be 
supplied on purchase order. Reprints as a rule are the property of 
authors and can be obtained for permanent possession only from them. 


replacement of blood may be life-saving, as are vasopressor 
drugs in shock and hypotension. The termination of severe 
tachycardia is also vital. The presence of a precipitating factor 
in a coronary episode suggests the presence of coronary insuf- 
ficiency rather than occlusion. When coronary insufficiency 
occurs spontaneously, it may clinically resemble coronary occlu- 
sion with mild manifestations. The electrocardiographic picture 
usually serves to distinguish them. The treatment of coronary 
insufficiency and coronary occlusion differs; hence, the rec- 
ognition of the former as an entity is essential. In uncomplicated 
coronary insufficiency, the authors employ rest for a period of 
usually only one to two weeks, avoiding protracted immobiliza- 
tion with the accompanying hazards of peripheral thrombosis. 
Most patients recover and resume work within several weeks. 
Mural thrombi do not occur in coronary insufficiency; hence, 
anticoagulants need not be administered. 


Influence of Oxygen Inhalation on Renal Function in Patients 
with Cardiac Decompensation. M. Féldi, F. Soliti, E. Koltay and 
others. Klin. Wchnschr. 34:857-859 (Aug. 15) 1956 (In German) 
[Berlin, Germany]. 


The authors investigated the effect of oxygen inhalation on 
renal function in patients with cardiac decompensation. Glo- 
merular filtration was determined with the aid of endogenic 
creatinine clearance; the effective quantity of plasma circula- 
ting through the kidneys was ascertained by means of PAH 
( p-aminohippuric acid ) clearance; sodium was estimated with a 
flame photometer; and oxygen saturation of the blood was 
ascertained photoelectrically. After three control clearance 
periods (duration of a clearance period was 10 minutes) the 
patients inhaled for 30 minutes an oxygen-carbon dioxide— 
nitrogen mixture that provided 50% oxyren and 4% carbon 
dioxide. After this, three more clearance periods were recorded. 
The tests revealed that the circulatory insufficiency of cardiac 
decompensation is essentially due to a chronic hypoxia. This 
chronic hypoxia changes the renal function in the healthy 
organism in a manner that is identical with the renal function 
during cardiac decompensation. As the hypoxia is counteracted 
in patients with cardiac decompensation, the renal function 
becomes normalized, thus proving the theory that functional 
disturbances in the kidneys of patients with cardiac decom- 
pensation are caused by hypoxia. 


Diagnostics and Therapy of Infections with Brucella Abortus 
and Brucella Melitensis in Man. H. Winter, W. Schmidt, G. 
Huels and D. Strauch. Medizinische, No. 40, pp. 1430-1434 
(Oct. 6) 1956 (In German) [Stuttgart, Germany]. 


Thirty-seven patients with brucellosis caused by Brucella 
abortus and 17 patients with brucellosis caused by B. melitensis 
were treated with antibiotics at the medical clinic of the Justus 
Liebig-University of Giessen, Germany. The 54 patients, most of 
whom were farmers and some veterinarians, were followed up 
for from one to six years after their discharge from the hospital. 
Treatment consisted of administration of broad-spectrum anti- 
biotics, i. e., chlortetracycline (Aureomycin), tetracycline, 
and oxytetracycline (Terramycin) with an initial daily dose of 2 
gm., which later was reduced to 1.5 or 1 gm. A total dose of 
30 gm. was given in the course of from two and a half to three 
weeks. Antibiotic therapy was combined recently with the 
administration of “stress fortification” vitamins. Erythromycin 
was given to two patients but was withdrawn because of its 
limited effect. Chloramphenicol was not used. Six of the 17 
patients with brucellosis caused by B. melitensis received only 
broad-spectrum antibiotics, and 11 were given broad-spectrum 
antibiotics combined with streptomycin. A total dose of 15 gm. 
of streptomycin was given. Recurrences with fever were 
observed in 2 of the 6 patients and in 5 of the 11 patients. The 
recurrence ratio thus was the same in both groups. Combined 
antibiotic therapy thus did not prove superior to treatment with 
broad-spectrum antibiotics alone, which was practiced in the 
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37 patients with brucellosis caused by B. abortus. Two of these 
patients had recurrences. The relapses occurred within a few 
weeks after antibiotic therapy was discontinued. 

Broad-spectrum-antibiotic therapy is the method of choice 
for the treatment of brucellosis. The temperature is restored 
to normal within four or five days. The permanent success of 
the treatment depends on its early institution. Complete 
recovery, however, may be obtained only in 20 or 30% of the 
patients even if the treatment is instituted within the first eight 
weeks after the infection. Results of treatment are even less 
satisfactory in patients with chronic brucellosis, and it may be 
difficult to draw the line between recoveries resulting from 
treatment and tendencies to spontaneous recovery. The source 
of infection as a rule does not permit definite conclusions 
concerning the type of the Brucella infection. Cattle may 
serve as source of infection caused by B. melitensis, and sheep 
may transmit infection caused by B. abortus. Only the results 
of blood culture and quantitative agglutinin saturation can 
prove the character of the infection. This proof was obtained in 
9 of the 17 patients with brucellosis caused by B. melitensis. 


Histoplasmosis Contracted in Britain: A Case of Histoplasmic 
Lymphadenitis Following Clinical Recovery from Sarcoidosis. 
W. S. C. Symmers. Brit. M. J. 2:786-790 (Oct. 6) 1956 [Lon- 
don, England]. 


The author describes a case of histoplasmosis in a 46-year- 
old man who had never been out of the British Isles before the 
development of the disease. The only manifestations of the 
infection were the enlargement of two cervical lymph nodes and 
a positive skin reaction to histoplasmin. Fungi were found in 
sections of one of the lymph nodes. The diagnosis was estab- 
lished by the isolation of Histoplasma capsulatum in cultures 
from one node. The patient was without symptoms when last 
heard from, 16 months after the mycotic lymphadenitis 
appeared. 

The patient’s case is believed to be the first unequivocal 
instance of mycologically proved histoplasmosis in which the 
infection was contracted in Britain. History revealed that he had 
previously had sarcoidosis, the course of which was benign. At 
the age of 27 years he fell and cut his forehead on a path of 
splintered flint. The wound healed rapidly without suturing. 
Fourteen years later the scar became livid and indurated, form- 
ing a slowly growing, smooth linear swelling. It was excised, and 
sections showed a typical siliceous granuloma formed by 
tubercle-like structures of sarcoid type. All the manifestation of 
this initial illness had disappeared a year before the histo- 
plasmic lymphadenitis developed. There is no reason to presume 
any relationship between the old injury in this case and the 
eventual occurrence of the fungal infection. It is unlikely that 
the original illness, believed to be sarcoidosis, was a manifes- 
tation of histoplasmosis. The absence of symptoms, the appar- 
ently complete recovery, the character of the radiological 
changes in the lungs and their disappearance without calcifica- 
tion, the clear-cut microscopic picture of sarcoidosis, and the 
failure to find parasites in the original biopsy specimen and in 
the siliceous granuloma were all. features that favored the 
diagnosis of sarcoidosis. 


Development of Resistance by Tubercle Bacteria to Various 
Chemotherapeutics in Combination. S. Winblad. Acta tuberc. 
scandinav. 32:118-131 (No. 2) 1956 (In English) [Copenhagen, 
Denmark]. 


Tubercle bacilli obtained from 865 patients with pulmonary 
tuberculosis who were treated at the chest clinic of the General 
Hospital in Malmé, Sweden, were studied systematically with 
regard to the development of resistance to streptomycin, 
isoniazid, and aminosalicylic acid. The tubercle bacilli were 
inoculated into Léwenstein-Jensen’s medium to which varying 
doses of the chemotherapeutic agents had been added. The total 
doses of the chemotherapeutic agents that had been administered 
to the patients were taken into account, and so was the duration 
of the streptomycin and/or isoniazid therapy, which was 
combined with the administration of aminosalicylic acid in all 
the patients. Results showed that when the total dose of 
streptomycin exceeded 90 gm. after daily administration, more 
than 80% of the surviving bacteria had developed resistance to 
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streptomycin. In a smaller group of patients who had received 
the same total dose of streptomycin by intermittent administra- 
tion, the resulting incidence of resistance was the same. 
Combined treatment with streptomycin and isoniazid reduced 
the incidence of streptomycin-resistant strains. In patients 
treated with isoniazid not combined with streptomycin, the 
resistance of the bacteria to isoniazid was appreciable after 
four months of treatment. Combined treatment with strepto- 
mycin reduced the incidence of isoniazid-resistance among the 
surviving bacterial strains. Not until aminosalicylic acid had 
been administered for more than three years did the resistance 
of the tubercle bacilli to aminosalicylic acid become clinically 
important. 


Tuberculous Meningitis: Combined Corticosteroid and Anti- 
microbial Therapy. S. J. Shane, $. E. Copp and T. K. Krzyski. 
Canad. M. A. J. 75:631-634 (Oct. 15) 1956 [Toronto, Canada]. 


Thirty patients with tuberculous meningitis were given com- 
bined treatment with streptomycin, aminosalicylic, and corti- 
costeroid preparations at the Point Edward Hospital in Sydney, 
Nova Scotia, and in three other hospitals between 1953 and 
1955. Hydrocortisone in an initial daily dose of 200 mg. was 
used as the corticosteroid of choice, rather than cortisone in 
an initial daily dose of 300 mg. Twenty-five patients made a 
complete recovery and five died. One of the five patients who 
died had a complete infarction of the right cerebral hemi- 
sphere that appeared to preclude recovery by any form of 
treatment. Two additional patients who failed to recover were 
admitted to hospital in so late a stage of their disease that no 
method of treatment could have been expected to bring about 
a satisfactory result. If one excludes these three patients, there 
remain 27 treated, 25 of whom recovered, i. e., a recovery rate 
of 92.6%. This recovery rate represents a distinct improve- 
ment over that in previous and current reports in the literature. 
Five of the 25 patients who recovered were comatose or their 
conditions were deteriorating or stationary when treated with 
streptomycin, aminosalicylic acid, and isoniazid. Dramatic 
clinical and laboratory evidence of improvement was noted 
in these patients shortly after corticosteroids were added to 
their therapeutic regimens. 

It would seem to be clear that the addition of corticosteroids 
to antimicrobic regimens including isoniazid in patients with 
tuberculous meningitis is capable of bringing about striking 
improvement when the previous condition has been unsatis- 
factory. Neurological sequelae were distinctly less frequent in 
corticosteroid-treated patients than in others. There was no 
evidence of exacerbation of nonmeningeal tuberculosis or any 
evidence of the occurrence of significant intercurrent nontuber- 
culous infections resulting from the use of corticosteroids in 
this disease. The corticosteroid-antimicrobic regimen in patients 
with tuberculous meningitis thus has advantages over anti- 
microbic therapy alone, even when such antimicrobic therapy 
includes isoniazid. 


Some Quantitative Aspects of Treatment with Quinidine. M. 
Sokolow. Ann. Int. Med. 45:582-588 (Oct.) 1956 [Lancaster, Pa.] 


The customary reliance on quinidine dosage is less satisfactory 
than the determination of the concentration of quinidine in the 
blood. Quinidine can be determined in the blood because it 
fluoresces in acid media, and the degree of this fluorescence 
can be measured in a Coleman fluorometer. Serum concentra- 
tion of quinidine determines both the conversion of an arrhy- 
thmia as well as toxicity. Toxic reactions rarely result from 
true sensitivity or idiosyncrasy manifested by fever, purpura, 
rashes, or hypotension. A test dose of 0.2 gm. of quinidine is 
advisable before starting treatment, in order to determine 
possible idiosyncrasy. Other signs of mild or moderate quini- 
dine intoxication consisting chiefly of nausea, diarrhea, and 
occasionally of headache or tinnitus rarely require the cessation 
of treatment with quinidine. The gastrointestinal disorder can 
be controlled by sedatives, paregoric, or thorazine. When signs 
of myocardial intoxication are present, such as frequent 
ventricular premature beats (one or more every six beats), an 
increase of QRS _ width of 50% or more, complete AV block, 
ventricular tachycardia, or ventricular fibrillation, the author 
usually discontinues treatment with quinidine. In about 
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700 serum determinations it was found that only three cases of 
myocardial toxic reaction had occurred at serum levels less than 
6 mcg. per milliliter, and none at less than 3 mcg. per milliliter. 
The incidence of myocardial toxicity increased progressively as 
the serum concentration exceeded 6 mcg. per milliliter; it 
rose to 65% at levels over 14 mcg. 

The conversion of chronic auricular fibrillation to sinus rhythm 
by the use of quinidine was studied in 214 conversion attempts 
in 177 patients. Conversion was attempted by one of two 
techniques: (1) the rapid method—0.4 gm. every two hours 
for five doses, repeated the next day, then increased to 0.6 gm. 
every two hours for five doses if warranted by the patient’s 
response and the absence of toxic reaction; and (2) the slow 
method—0.4 gm. four times a day for 72 hours, increased to 
0.6 gm. four times a day for 72 hours, and then to 0.8 gm., 
depending upon the response and lack of toxic effect. Factors 
having an adverse effect on conversion were rheumatic etiology; 
duration of fibrillation longer than six months, and especially 
longer than a year; the presence of cardiac failure that did noi 
respond to the usual measures of therapy; and mitral insuf- 
ficiency. The conversion rate was approximately 75%, but it 
varied from 95% in patients without cardiac failure and with 
fibrillation of short duration to approximately 45% in patients 
with mitral regurgitation, with or without cardiac failure. 
Determination of quinidine concentration in the serum should 
decrease the risk of toxicity to the patient and permit safer 
and more effective therapy. 


Treatment of Acute Pancreatitis with Cortisone. N. C. Rogers, 
A. O. Wilson, M. J. Meynell and W. T. Cooke. Lancet 2:651-652 
(Sept. 29) 1956 [London, England]. 


The authors present observations on six patients with acute 
pancreatitis who were given cortisone in addition to the usual 
supportive measures. All recovered. The authors gained the 
impression that cortisone therapy favorably influenced the rate 
of recovery. The patients who were operated on were usually 
given an intramuscular injection of hydrocortisone after the 
operation, and, thereafter, prednisone was given by mouth in 
addition to antibiotics, fluids intravenously, and other measures. 
Patients not operated on were given prednisone by mouth to- 
gether with other treatment. Two of the six patients had espe- 
cially severe forms of pancreatitis. The authors feel that these 
two probably would have died without the use of cortisone, the 
more so since they had observed four successive deaths from 
necrosis of the pancreas before they resorted to the use of corti- 
gone. 


Gamma Globulin Deficiency: Report of a Case and Survey of 
Literature. A. H. Greenhouse. J. Kansas M. Soc. 57:611-618 
( Oct.) 1956 [Topeka, Kan.]. 


The patient was a 58-year-old man recently observed at the 
University of Kansas Medical Center. He had repeated bouts of 
fever. Electrophoretic studies of his blood failed to show the 
presence of gamma globulin. Hematological studies did not 
reveal isohemagglutinins. Typhoid immunization was attempted, 
and he responded to each injection with a marked temperature 
spike, but repeated studies failed to reveal any agglutinins to 
typhoid. The patient was febrile during the early part of his 
hospital stay until he was given an injection of 20 cc. of gamma 
globulin, at which time his temperature subsided almost dramat- 
ically. He remained afebrile except for the temperature eleva- 
tions with typhoid immunization and felt well on discharge from 
the hospital. Since then he has been followed in the Kansas 
University Medical Center outpatient clinic and has had a few 
febrile bouts, each of which responded promptly to gamma 
globulin injections. 

The literature on agammaglobulinemia suggests that it is prob- 
ably not a rare condition. The following features should raise 
the suspicion of agammaglobulinemia: (1) grossly inadequate 
resistance to infection, as manifested by frequently recurring 
and unusually severe infections; (2) failure to develop clinical 
immunity after a seemingly adequate antigenic stimulus, such 
as repeated attacks of a disease usually conferring permanent 
immunity; and (3) certain laboratory findings. Treatment con- 
sists of replacement of gamma globulin. 
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Urinary Gonadotrophin Excretion in Osteoarthritis. F. B. Rogers. 
Am. J. M. Sc. 232:419-420 (Oct.) 1956 [Philadelphia]. 


The authors observed a patient with arthritis mutilans, in 
whom the cartilaginous lesions had repeatedly flared up after 
the injudicious administration of chorionic gonadotropins. Since 
cartilage destruction occurs in both osteoarthritis and arthritis 
mutilans, it seemed worthwhile to find whether osteoarthritic pa- 
tients showed excess gonadotropin excretion. Ten postmenopausal 
patients were selected who had osteoarthritis involving the 
proximal and distal interphalangeal and other joints. Pituitary 
gonadotropin excretion was almost identical ir. the 10 patients 
with osteoarthritis and in 10 matched controls. It may, there- 
fore, be assumed that the amount of gonadotropins, as measured 
by current techniques, is not a factor in the causation of osteo- 
arthritis. 


Staphylococcal Gastroenteritis: Report of a Major Outbreak. 
H. Wain and P. A. Blackstone. Am. J. Digest. Dis. 1:424-429 
(Oct.) 1956 [New York]. 


Symptoms of food poisoning appeared in 244 of 306 persons 
attending a picnic. The offending food was baked ham from 
which cultures of Micrococcus (Staphylococcus) aureus were 
obtained by two separate laboratories. The baked ham pre- 
sented no off-odors, tastes, or flavors. This is characteristic of 
foods infected with micrococci. It was established that the baked 
ham was seeded with M. aureus from the self-contaminated 
hands of the man who did the deboning. Laboratory cultures 
demonstrated M. aureus in acne lesions on the man’s face, in the 
ham, and in scrapings taken from the table on which the hams 
were deboned. The micrococci organisms were given the neces- 
sary time and temperature range in which to grow and produce 
enterotoxin in the sliced ham during the period that the hams 
were held warm in the oven at 200 F. Additional growth and 
enterotoxin production occurred during the period that the hams 
were held without refrigeration at the picnic grounds, on a day 
when the temperature was 90 F. The characteristic feature of 
micrococcic gastroenteritis is the relatively short incubation 
period, which is usually one to six hours. This is in contrast to 
incubation periods of 12 to 24 hours or more in botulism or 
poisoning due to Salmonella. This point is of importance in 
diagnosis, both clinically and epidemiologicall:,, because if the 
incubation period is longer than 11 hours, micrococcic gastro- 
enteritis can be ruled out. 

The majority of the patients recovered in from 24 to 72 hours. 
Several patients were hospitalized as long as five days. One 
individual who had a long history of ulcerative colitis had 
severe bleeding from the mouth and anus and needed 2 pt. of 
blood. It is important that all food handlers receive a daily in- 
spection and that no employe be permitted to come in contact 
with food who has an uncovered open sore or obvious infection. 
This outbreak could have been prevented had this been done. 
However, because of the ubiquity of carriers of Micrococcus 
organisms and the impracticability of eliminating them from 
food handling, all foods must be properly handled and stored. 
Food must be kept constantly hot, properly refrigerated, or 
promptly eaten. Reheating of food requires at least 30 minutes 
at 350 F to effectively inactivate any enterotoxin that may have 
contaminated it. 


Hodgkin’s Disease and Caseous Tuberculosis (With Report of a 
Case). E. H. Horton. Brit. J. Tuberc. 50:365-367 (Oct.) 1956 
[London, England]. 


Horton reports on a 56-year-old woman with enlarged left 
supraclavicular lymph nodes. One of these was excised, and 
biopsy showed caseous tuberculosis. She was treated with strep- 
tomycin and isonicotinic acid hydrazide but failed to improve 
and soon became wasted and anemic. She also had symptoms of 
an abdominal nature, and marked enlargement of liver and 
spleen was noted. Death ultimately occurred from hepatic fail- 
ure thought to be due to tuberculous involvment of the liver. 
Diagnosis of Hodgkin’s disease was not made in this case until 
death had occurred. It had been considered in differential 
diagnosis, but the discovery of caseous tuberculous lesions in 
the cervical lymph node biopsy was always the overriding con- 
sideration. Also, the high alkaline phosphatase value recorded at 
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one stage of the illness suggested the possibility of biliary ob- 
struction caused by enlarged tuberculous lymph nodes in the 
portal fissure. At autopsy the hepatic enlargement was found to 
be due to Hodgkin’s disease. Microscopic examination of the 
enlarged cervical nodes showed the classic picture of Hodgkin's 
infiltration on the one hand and caseous tuberculosis on the 
other. Different areas of the same lymph node exhibited this 
feature. No tubercle bacilli were demonstrated. This case illus- 
trates the extremely close relationship that exists between these 
two conditions. If this had been appreciated, the true nature of 
the condition that ultimately caused death might well have been 
realized during the course of the illness by further microscopic 
examination of the cervical lymph nodes. In the light of the 
clinical course, too much significance was attached to the single 
biopsy report. 


The Long-Term Results of the Treatment of Pulmonary Tubercu- 
losis by Pneumoperitoneum. A. Pines. Brit. J. Tuberc. 50:338-345 
(Oct. ) 1956 [London, England]. 


A follow-up of at least six and a half years was deemed neces- 
sary to evaluate the long-term results of pneumoperitoneum in 
the treatment of tuberculosis. The years chosen for analysis, 
therefore, were 1945 to 1947, when pneumoperitoneum was in 
maximal use at the author’s ( Harefield) hospital. Streptomycin 
was not used initially in any of these patients and in compar- 
atively few during after-years. All patients who received primary 
pneumoperitoneum treatment were included and also those in 
whom a pneumothorax had been tried but had failed and had 
been premptly abandoned. The pneumoperitoneum had been 
maintained in all of these patients for at least three months. Of 
334 patients who had been treated with pneumoperitoneum, 287 
could be traced; in 225 adequate data were available. Fifty- 
nine (26%) of the patients had died by the end of the observa- 
tion period. In relation to extent of disease, 17% of those who 
had moderately advanced disease died, as did 57% of those who 
had far-advanced lesions. These results were compared with the 
published results in patients treated largely by bed rest alone 
in relation to comparable extents of disease. There was little or 
no significant difference in their ultimate fate. Pneumoperi- 
toneum treatment, therefore, had little demonstrable effect upon 
survival in this series of patients. It is not, consequently, a’ pri- 
mary treatment of value in pulmonary tuberculosis. 


The Efficacy of BCG Vaccination: Epidemic of Tuberculosis in 
a State School, with an Observation Period of 12 Years. T. V. 
Hyge. Acta tuberc. scandinay. 32:89-107 (No. 2) 1956 (In 
English ) [Copenhagen, Denmark]. 


An epidemic of tuberculosis occurred in a Danish State 
school for girls in the first three months of 1943. This epidemic 
fulfilled most of the requirements of a controlled experiment 
concerning BCG vaccination. The 368 girls who attended the 
school at the time of the epidemic were followed up for more 
than 12 years. At the annual examination for tuberculosis in 
December, 1942, which preceded the outbreak of the epidemic, 
Mantoux tuberculin tests were performed on 368 girls; 105 had 
a negative reaction to the test, 133 had a positive reaction after 
BCG vaccination, and 130 had a spontaneous positive reaction. 
Thus 263 girls were tuberculin-positive. Most of the tuberculin- 
negative pupils were newcomers to the school, and it was not 
possible to have them vaccinated before the outbreak of the 
epidemic. Ninety-four of the 105 girls were exposed to the 
infection. Seventy of the 94 turned from tuberculin-negative 
to tuberculin-positive. Forty-one convertors showed evidence 
of primary tuberculosis. Postprimary progressive pulmonary 
tuberculosis occurred in 14 convertors (15% of the 94 exposed 
girls) after a latent period of up to 10 years. Of the 133 BCG- 
vaccinated girls, 106 were exposed to the infection under the 
same conditions as the tuberculin-negative girls. None of these 
showed evidence of primary tuberculosis, and postprimary 
progressive pulmonary tuberculosis occurred in only two (1.9% 
of the exposed). There were, therefore, eight times as many 
cases of postprimary pulmonary tuberculosis in the tuberculin- 
negative group as in the BCG-vaccinated group; the total 
incidence of primary and postprimary tuberculosis was 23 times 
as high among the tuberculin-negative as among the BCG- 
vaccinated pupils. Of the 130 pupils with a spontaneous posi- 
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tive reaction to tuberculin, 105 were exposed to the infection; 
progressive pulmonary tuberculosis occurred in 10 of the 105 
after a latent period of up to more than eight years. 

Twenty-four cases of postprimary progressive pulmonary 
tuberculosis thus occurred in the initially tuberculin-negative 
and tuberculin-positive groups as compared with only two cases 
in the BCG-vaccinated group. It is evident that the person most 
effectively protected against tuberculous infection is the non- 
reactor who is properly vaccinated with a potent BCG vaccine 
that produces strong and lasting allergy. 


Considerations on 53 Cases of Malignant Lymphogranuloma- 
tosis with Attention to Tubercular Reactions of the Skin. A. 
Zurlo and G. Greco. Sett. Med. 44:375-380 (July 31) 1956 (In 
Italian) [Florence, Italy]. 


The authors report on 53 patients with malignant lympho- 
granulomatosis, as ascertained by biopsy. There were 34 
males and 19 females. Their ages ranged between 11 and 67 
years. The symptoms had been present for from one month to 
1l years. Eleven of the 53 patients returned two, three, or 
four times for observation during relapses. Twenty-two patients 
presented a positive Mantoux test. Seven of these had had 
tuberculosis and two had relatives with tuberculosis. The initial 
localization of the disease was most frequently in the lateral 
cervical regions (28 of 53 patients). Other locations were 
mediastinum, 58 patients; supraclavicular region, 3 patients; 
axillary region, 5 patients; and inguinal region, 3 patients. The 
number of leukocytes in peripheral circulation was above 
8,000 per cubic millimeter. Eight patients who had had the 
disease for four months or less had a leukocyte count of 8,737 
per cubic millimeter. Neutrophilia and lymphocytopenia were 
present in 27 patients (50.94%). Eosinophilia with values higher 
than normal was present in 13 patients (24.52%). Marked 
splenomegaly was present in 14 patients (26.41%). Itching was 
present at the beginning in only 12 patients (22.64%). Appar- 
ently there was no relationship between itching and tuberculin 
intradermal reaction. High fever was present in 20 patients 
(37.73% ), all of whom had had the disease for at least a year; low 
fever was present in 24 patients (45.28%). Nine patients had no 
fever when they entered the hospital. The authors conclude 
that a positive Mantoux test in patients with lymphogranuloma- 
tosis depends upon previous tuberculous infection and on the 
condition of the patient during the initial stage of the disease, 
when the reactivity of the tissues is still present. 


The Treatment and Prognosis of Hepatic Coma. S. Sherlock, 
W. H. J. Summerskill and A. M. Dawson. Lancet 2:689-694 
(Oct. 6) 1956 [London, England]. 


The authors report observations on the treatment of 66 con- 
secutive patients (41 females and 25 males) with liver disease 
complicated by hepatic coma or precoma. Diagnosis was based 
on clinical findings and serial biochemical tests and was con- 
firmed in 18 by aspiration biopsy of the liver and in 27 others 
at autopsy. The majority of the patients (47) had hepatic 
cirrhosis, 13 had virus hepatitis, and 6 had miscellaneous dis- 
orders. The neuropsychiatric syndrome consists of progressive 
impairment of emotional control and _ intellect, the patient 
passing from stupor into coma. Common motor system signs 
are a “flapping tremor” of the outstretched hands and increased 
muscle tone, with hyperreflexia and ankle clonus. The treatment 
described is based on the concept that toxic nitrogenous 
substances of intestinal origin can be incriminated in the 
pathogenesis of hepatic coma. The intestines were emptied and 
kept free of all nitrogen-containing material. All dietary protein 
was stopped, and at least 1,600 calories were supplied daily as 
glucose drinks or as a 20% glucose solution through an intra- 
gastric drip. When necessary, a 40% dextrose solution was given 
intravenously via an antecubital vein into the innominate vein 
or superior vena cava, since small veins would be thrombosed 
by dextrose of this strength. Care was taken to avoid fluid 
overload. Chlortetracycline was given, and any precipitating 
factor was energetically treated. 

Thirty-nine of the 66 patients recovered, 21 of the survivors 
having been in acute deep coma. Sodium glutamate was given 
intravenously on 12 occasions without clinical improvement. 
Thirteen patients with chronic neuropsychiatric changes 
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(chronic portal-systemic encephalopathy) were maintained on 
low-protein diets for from 2 to 24 months without showing 
signs of protein malnutrition, and the serum albumin levels were 
well maintained. The prognosis was better in cirrhosis than in 
acute virus hepatitis and also if treatment was initiated in the 
precomatose stage. Outlook was also better when a clear pre- 
cipitating factor, such as gastrointestinal hemorrhage, was 
amenable to therapy. In cirrhotic patients, when coma was 
associated with signs of liver failure such as ascites, jaundice, 
or a low serum-albumin value the prognosis was bad. When 
patients with acute hepatitis survived, they usually recovered 
completely. Seven of eight patients with cirrhosis who survived 
deep coma were alive a year later. 


Thymectomy During Respiratory Failure in a Case of Myopathy 
with Myasthenia Gravis. S. G. Griffin, F. J. Nattrass and E. A. 
Pask. lancet 2:704-707 (Oct. 6) 1956 [London, England]. 


The patient described presented an unusual myopathic pic- 
ture, which, at the age of 35, was complicated by severe 
myasthenia, including virtually complete respiratory failure. 
Artificial respiration was maintained for several weeks, but it 
proved impossible to secure the return of breathing by the use 
of the usual antimyasthenic drugs. Eventually thymectomy was 
done while the patient was still in :espiratory failure, and after 
the operation full respiratory power returned. The patient re- 
covered to a condition as good as, or slightly better than, that 
which prevailed before the crisis, and he no longer requires 
neostigmine. 


SURGERY 


Complications of Thyroid Surgery. O. H. Beahrs, R. F. Ryan 
and R. A. White. J. Clin. Endocrinol. 16:1456-1469 (Nov.) 1956 
(Springfield, Ill.]. 


Between 1940 and 1955, 14,374 thyroidectomies were per- 
formed at the Mayo Clinic. Thirty-seven (0.7%) of 5,402 pa- 
tients undergoing thyroidectomy between 1940 and 1945 died 
at the hospital as compared with 9 (0.1%) of 8,972 patients 
who were operated on between 1946 and 1955. The obvious 
reduction of the death rate was the result of more careful 
selection of patients and the availability of antibiotic agents. 
The complications of thyroid surgery were reviewed for the 
year 1954, in the course of which 1,021 thyroidectomies were 
performed. The incidence of unintentional paralysis of the vocal 
cords was 1.3%. Tetany, which was not anticipated, occurred in 
only 0.2% of patients undergoing primary thyroid operation for 
benign goiter. Myxedema occurred postoperatively in at least 
30% of the patients with thyroiditis. The only other significant 
complications consisted of hemorrhage in two patients, toxic 
psychosis in one, obstruction of the airway in two, and cardiac 
arrest in one. Fifteen tracheotomies were established prophylac- 
tically or as emergency procedures to alleviate airway problems. 


Pericardiectomy for Chronic Idiopathic Pericarditis with Mas- 
sive Effusion and Cardiac Tamponade. H. B. Shumacker Jr. and 
J. Harris. Surg. Gynec. & Obst. 103:535-538 (Nov.) 1956 
[Chicago]. 


Chronic idiopathic pericarditis with massive effusion and 
cardiac tamponade may exist for long periods of time and may 
eventuate in chronic constrictive pericarditis. Its early manage- 
ment by extensive pericardiectomy is a relatively new concept. 
The authors cite the cases of two patients with massive effusion 
and cardiac tamponade who were effectively treated by exten- 
sive pericardiectomy. Patients with chronic idiopathic peri- 
carditis with massive effusion and cardiac tamponade should 
be treated surgically at an early date. Though three reported 
patients treated by pericardiopleural fenestration did well, the 
authors feel that extensive pericardiectomy is the preferable 
procedure. The operation is technically easy, and the entire 
anterior and lateral surfaces of the pericardium can be excised. 
Such treatment removes the major portion of the primary dis- 
ease. It brings to an early end the disabling consequences of 
cardiac constriction. It prevents the long-continued tamponade 
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with its potentials for permanent myocardial damage. It elimi- 
nates the necessity of performing pericardiectomy later during 
the phase of constrictive pericarditis, when the operation is 
technically more difficult and somewhat more hazardous. 


Leiomyoma of the Jejunum with Hemorrhage. R. L. Bradley, E. 
H. Short and M. M. Kiein. Radiology 67:576-577 (Oct.) 1956 
[Syracuse, N. Y.]. 


The authors cite the case of a 74-year-old man in whom a 
smooth muscle tumor of the proximal jejunum, with a 6-cm. 
segment of intestine and its mesentery was resected. Smooth 
muscle tumors of the gastrointestinal tract are uncommon, and, 
in the absence of metastases, distinction between benign and 
malignant forms cannot be made grossly. Histologically, the 
presence of two or more mitotic figures per high-power field and 
poor differentiation indicate malignancy. The malignant tumors 
usually grow slowly and metastasize late. Surgical excision is the 
treatment of choice and affords a high percentage of cures. These 
tumors may be subserosal, intramural, or submucosal. The sub- 
mucosal lesions may ulcerate and bleed or may lead to intusus- 
sception. When occurring in the duodenum, they mimic duodenal 
ulcer, with pain, spasm, and bleeding. 


Circulatory Arrest After Profuse Hemorrhage with Special Re- 
gard to After-Treatment. I. H. Rygg and P. N. Pedersen. Nord. 
med. 56:1275-1277 (Sept. 6) 1956 (In Danish) [Stockholm, 
Sweden]. 


Long-continued complete circulatory arrest occurred in a 
man aged 55 after profuse hemorrhage due to the severing of 
the ligature on the pulmonary artery shortly after the comple- 
tion of left pneumonectomy. The chest was reentered and the 
pulmonary artery clamped, and the patient was resuscitated by 
cardiac massage and by rapidly instituted blood transfusion. He 
remained comatose for two days, after which improvement set 
in. There was grave psychic impairment without focal symptoms 
apart from left-sided paresis of the recurrent nerve as a result 
of the operation. Ambulant control four and a half months 
after the operation showed definite psychic improvement; Gold- 
stein and Rohrschach tests indicated only slight psychic impair- 
ment of a focal type. The value in such cases of postoperative 
treatment consisting of oxygen therapy, induced hypothermia, 
and high intake of vitamins B, C, and E is stressed. If the 
patient can be brought through the acute stage, slow regression 
of the symptoms during the first year or years is seen. Decere- 
bration, rigidity, and coma lasting over four days are unfavor- 
able prognostic signs. In the Case in question the prognosis 
ought to be relatively good with reference to the hypoxic in- 
juries, as there has been steady improvement in vision, psychic 
condition, and the electrocardiogram. 


Prevention and Control of Postoperative Wound Infections Ow- 
ing to Staphylococcus Aureus. C. W. Howe. New England J. 
Med. 255:787-794 (Oct. 25) 1956 [Boston]. 


The problem of wound infection caused by Micrococcus 
(Staphylococcus ) pyogenes var. aureus has always been a prom- 
inent component of the over-all picture of surgical sepsis. The 
extensive use of antibiotics in a hospital, by virtue of the emer- 
gence and dissemination of resistant strains, may intensify this 
problem to such an extent that the over-all infection rate is in- 
creased. This appears to have been the case in the Massachusetts 
Memorial Hospitals between 1949 and 1953. During the latter 
part of 1953 and early 1954 various measures to prevent cross 
contamination and the dissemination of antibiotic-resistant bac- 
teria were inaugurated. Routine antibiotic prophlaxis on the house 
service was abandoned late in 1953 and by the middle of 1954 
had been largely curtailed on the private service. The use of 
antibiotics was reduced to a minimum, being limited to treat- 
ment of established infections. It was recommended that bacteri- 
ological cultures be taken before giving an antibiotic, especially 
for patients with chronic or mixed infections or both. Micrococcic 
infections were treated with an appropriate combination of 
antibiotics. Since the nasopharynx is the natural reservoir for the 
Micrococcus, it was urged that two face masks, one over the 
other, be worn during operations and that they be changed by 
the circulating nurse every hour and a half during long pro- 
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cedures. A full 10-minute surgical scrub with a G-11 soap, at 
least for the first case, was advocated. Established principles of 
meticulous abdominal preparations, gentle atraumatic techniques, 
dry wounds, and careful closure were emphasized. Preventive 
measures on the wards consisted of the use of face masks for 
doctors, nurses, and patients and the use of gloves during the 
changing of septic dressings to help prevent the personnel from 
becoming carriers. Special septic sets were used containing the 
necessary instruments in an aluminum pan covered by a large, 
sterile, double-ply cloth wrapper. The set was unwrapped at the 
bedside, and at the conclusion of the dressing instruments, gloves, 
aud other contaminated materials were deposited in the pan, 
which was then rewrapped and sent for autoclaving before 
cleaning and definite sterilization. Strict aseptic technique was 
applied to the dressing truck. Local isolation of infected wounds 
by impermeable occlusive dressings and of the nasopharynx and 
skin by masks and gloves proved feasible. Conversion of an in- 
fected wound into a clean one by immediate drainage and dé- 
bridement under proper antibiotic protection was performed 
when possible, allowing early secondary closure. 

Comparison of postoperative wound infection rates in surgical 
floor and operating-room patients in 1953, 1954, and 1955, and 
comparison of hospital carrier rates for M. pyogenes in the house 
surgical floor and operating room patients and personnel in 
August, 1953, and in August, 1955, showed that during the last 
two years the hospital carrier rate of Micrococcus and the inci- 
dence of penicillin-resistant strains in carriers have been signifi- 
cantly lowered, and the rate of postoperative wound infections 
has been reduced by almost half since the institution of the 
relatively simple program for the prevention of crosscontamina- 
tion and judicious use of antibiotics. The prophylactic adminis- 
tration of antibiotics in civilian surgery is reasonable and helpful 
under certain circumstances, but the indications are limited and 
need further clarification. When adopted as a routine measure 
before and after all “clean” operations, it may be more harmful 
than beneficial. Emphasis is placed on weil-established surgical 
and antiseptic techniques rather than prophylactic antimicrobial 
therapy. 


Gastric Carcinoma in Identical Twin Women. G. A. Spikes, 
W. H. Yates, H. G. Liberty and H. Renger. A. M. A. Arch. 
Surg. 73:733-736 (Nov.) 1956 [Chicago]. 


The authors describe two fatal cases of cancer of the stomach 
in monozygotic twin women aged 66 and 67 in whom the tumor 
was apparently present simultaneously, although the symptoms 
began and the deaths occurred nearly a year apart. The cancers 
were not identical histologically, but both were adenocarcino- 
mas arising in the gastric mucosa, The patients were considered 
monozygotic on the basis of their statements that they were 
often confused even by members of their own family and that 
their thinking and personalities were nearly identical. Their 
blood types were the same. Their heights anJ weights were 
almost identical. Coloring of the hair and eyes and general 
configuration of the face, ears, hands, and feet were the same. 
An exploratory laparotomy was performed in both patients 
and revealed an extensive neoplasm of the stomach that was 
not resectable. The diagnosis was established by biopsy of a 
large lymph node from the greater curvature of one patient 
and by biopsies of nodes from the greater omentum, the liver, 
and a wedge from the anterior stomach wall of the other pa- 
tient. It seems doubtful that earlier diagnosis or suspicion of 
carcinoma in the second twin could have altered the outcome. 

It has been stressed by some that tumors in identical twins 
oecur at more nearly the same time, more often in the same 
place, and with more certainty than in nonidentical twins. It is 
by reason of this simultaneous occurrence that this knowledge 
will be of little help in treatment of carcinoma of the stomach, 
since by the time it is diagnosable it is often incurable. Only 
one other pair of identical twins dying of carcinoma of the 
stomach has been reported in the American literature; two pairs 
of twins with cancer of the stomach have been reported in the 
European literature. In the United States gastric carcinoma may 
reasonably be estimated to cause 50,000 deaths per year. About 
one person in 150 is an identical twin. Consequently, if there 
are no determinants save chance, over 300 identical twins 
should die in the United States annually from gastric carcinoma. 
Carcinoma of the stomach occurred in only one twin of each of 
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the two pairs of identical twins whose cases were collected 
from the European literature; the other twins were unaffected 
for 16 and 7 years respectively. The presented evidence tempers 
the older concept that monozygous twins must necessarily have 
simultaneous identical tumors. While a general predisposition 
might lead to tumors in each of a pair of twins, it could not 
explain their identical location or simultaneous occurrence. 


Giant-Cell Tumors of Bones. C. Zuckermann. Rev. mex. cir. ginee. 
y can, 24:195-216 (July) 1956 (In Spanish) [Mexico, D. F., 
Mexico]. 


Multinuclear giant-cell tumors of the bones are, as a rule, 
benign, but they may be cancerous and produce metastases. 
Tumors of this kind develop selectively on the epiphyses, mainly 
those of the femur, tibia, radius, and humerus. They also develop 
on the maxilla and the bones of the cranium, the hands, and the 
eet. They constitute 20% of all tumors of the bones. They are 
huge, rapidly recurring, do not respond to treatment, and cause 
fractures and local destruction of bone. The early symptoms con- 
sist of subacute local pain and moderate changes in the bone, 
which can be visualized by roentgen examination, disclosing the 
roentgen picture of osteolysis. The diagnosis is made by clinical 
and roentgen examination and biopsy. The tumors can be differ- 
entiated from bone cysts, parathyroid osteosis, osteosarcoma, 
osseous metastases of cancer, and osseous eosinophilic granuloma. 
The treatment consists of roentgen therapy or surgery (resection 
of the tumor segment of the bone or amputation ). Ten patients 
were observed. The tumor was cancerous in two and benign in 
eight. Treatment of cancerous tumors consisted of disarticulation 
of the hip joint in one patient and of amputation of the thigh in 
another. In the eight cases of benign tumor the treatment con- 
sisted of amputation in two, segmental resection in three, and 
roentgen therapy in three. Amputation was resorted to in a 
patieat with a huge femoral tumor and in another with a re- 
current tumor of the tibia. 


Dermatome Débridement and Early Grafting of Extensive Third 
Degree Burns in Children. |. A. Meeker Jr. and W. H. Snyder 
Jr. Surg. Gynec. & Obst. 103:527-534 ( Nov.) 1956 [Chicago]. 


During the 18-month period from September, 1954, to April, 
1956, 13 children with third-degree burns covering from 15 to 
65% of the total body surface were admitted to the Los Angeles 
Children’s Hospital. The areas of full-thickness burn injury were 
débrided in stages with an electric dermatome, This new tech- 
nique of dermatome débridement in extensive third-degree burns 
permitted early grafting and more rapid wound closure and 
1:esulted in a more than 60% reduction in the length of hospitaliza- 
tion. It was achieved without incurring massive blood loss or 
inadvertently destroying viable skin, as has occurred with other 
torms of surgical débridement. To protect against serious wound 
infection, bacteriostatic dressings employing tetracycline hydro- 
chloride were applied continuously during ali phases of treatment 
until complete epithelization of the wound had taken place. 

It is practical to manage major third-degree burn.injuries from 
the onset by a series of planned, staged surgical procedures in- 
volving dermatome débridement and subsequent early grafting. 
Dermatome débridement has proved to be a safe, satisfactory 
technique for removing extensive burn eschar. When such dé- 
bridement is followed by early extensive grafting, the patient's 
pain and suffering is immeasurably reduced, the care of the 
patient is simplified for the surgical and hospital staffs, and the 
period of hospitalization is shortened. It is estimated that 840 
days (or 2.3 years) of hospitalization were saved in 12 children 
with severe burns who were treated with dermatome débride- 
ment instead of by standard methods. 


A Twenty Year Follow-Up in Fifty Below Knee Amputations 
for Gangrene. B. C. Smith. Surg. Gynec. & Obst. 103:625-630 
(Nov.) 1956 [Chicago]. 


Smith has used a modified guillotine amputation below the 
knee for gangrene of the extremity in patients with diabetes and 
arteriosclerosis since 1930, primarily because of the advantages 
of preserving the function of the knee-joint and because of the 
poor results obtained with amputations through the thigh. He 
describes his technique of the below-the-knee amputation and 
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reviews the results in 50 patients. Six of them died in the hospital; 
5 lived less than a year; 17 died between 1 and 5 years after 
operation; 9 survived from 5 to 10 years and 6 for 10 to 15 years; 
5 lived over 15 years; and the remaining 2 could not be traced. 
The average survival was five and one-half years, and 81.2% of 
the stumps were suitable for prostheses. The large number re- 
habilitated to full-time or part-time work, the mortality of 12% 
(which should be improved with more careful selection of cases ), 
the reamputation rate of 6%, and the fact that 42% of bilateral 
amputees are using artificial legs constitute factors sufficiently 
encouraging to warrant the abolition from textbooks and from 
teaching institutions of the doctrine that thigh amputation is the 
method of choice in such patients. 


Periodic Benign Synovitis: Idiopathic Intermittent Hydrarthrosis. 
A. D. Weiner and R. K. Ghormley. J. Bone & Joint Surg. 
38-A:1039-1055 (Oct.) 1956 [Boston]. 


Periodic benign synovitis is characterized by the regular cyclic 
recurrence of articular pain, swelling, or limitation of motion 
without permanent deformity of the joint or injury to the bone. 
The common features, general pattern, and response to therapy 
of this disease for which various other terms, and among them 
idiopathic intermittent hydrarthrosis, had been suggested were 
studied in 14 male and 33 female patients between the ages of 
13 and 45 years. They were selected from 1,800 patients seen 
at the Mayo Clinic between 1930 and 1954 by using the follow- 
ing diagnostic criteria: recurrence of articular symptoms at reg- 
ular intervals; complete freedom from signs and symptoms 
between attacks; absence of systemic reaction; and absence of a 
specific causative factor that would account for the articular 
symptoms, i. e., bacteria, rheumatic fever, trauma, and purpura. 
Although one or both knees were involved in 40 of the 47 pa- 
tients, any peripheral joint may be involved with the disease. 

Specimens of synovial membrane were obtained from the 
knees of 10 patients by needle biopsy or surgical incision. Micro- 
scopic examination of these specimens revealed a picture similar 
to that seen in cases of rheumatoid synovitis. The villi were 
edematous to a greater or lesser degree and were hyperemic. 
The vessels in the villi appeared somewhat dilated and occa- 
sionally had thickened walls. Occasionally the synovial mem- 
brane and villi were markedly infiltrated with plasma cells and 
lymphocytes. The cellular infiltration was sometimes focal and 
confined to perivascular regions and other times was diffuse. 
Workers who consider this microscopic picture as pathognomonic 
of rheumatoid arthritis may conclude that periodic benign syno- 
vitis is a rare form of rheumatoid synovitis; those who consider 
this histological reaction as a nonspecific one may favor the 
concept that periodic benign synovitis is a separate and dis- 
tinct entity. 

Spontaneous remissions were frequent, and results of medical 
and surgical treatment were particularly difficult to evaluate. 
Thus far no medical therapy, including administration of acetyl- 
salicylic acid (aspirin), corticoid preparations, diethylstilbestrol, 
vitamin D, sodium cacodylate, gold, and antihistaminics, has 
proved to be consistently effective. Synovectomy appeared to be 
efficacious in some patients with severely affected knee joints, 
but even this form of treatment was not completely successful. 


Chondrosarcoma, a Surgical and Pathological Problem: Review 
of 212 Cases. D. C. Dahlin and E. D. Henderson. J. Bone & 
Joint Surg. 38-A:1025-1038 (Oct.) 1956 [Boston]. 


One hundred thirty-eight male and 74 female patients be- 
tween the ages of 9 and 79 years with chondrosarcoma of the 
trunk and extremities were operated on at the Mayo Clinic be- 
tween 1905 and 1955. The tumors were found in the trunk and 
the upper ends of the femurs and humeri in 178 (84%) of the 
212 patients, and only four tumors were found in the hands and 
feet. Five patients died in the postoperative period. Of the re- 
maining 207 patients, 122 were considered to have had inade- 
quate surgical treatment and 85 were considered to have had 
adequate surgical treatment. There were recurrences after the 
original surgical procedures in 154 patients. In 139 of these, 
the longest interval between two consecutive appearances of the 
tumor was less than 5 years; in 14 the longest such interval 
varied between 5 and 10 years; and in only 1 was the interval 
more than 10 years. Consequently a 10-year interval without 
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further appearance of the tumor is necessary to establish a cure. 
It is important that this interval be counted from the last 
surgical attack on the tumor and not from the first appearance 
of symptoms. Nine of the 122 patients in the inadequately 
treated group could not be traced, and 4 others had the last 
surgical treatment within the last 10 years. Four (3.7%) of the 
remaining 109 patients have gone more than 10 years without 
recurrence and are considered to be cured; 80 are dead as a 
result of the disease; and an additional 25 have had massive 
recurrence and are also considered therapeutic failures. Fourteen 
of the 85 patients in the adequately treated group could not be 
traced, and an additional 37 had received their surgical treat- 
ment within the last 10 years. Fourteen of the remaining 34 
patients who are eligible for determination of a 10-year sur- 
vival are alive and well; thus adequate therapy was successful 
in 41% of the patients traced. 

Nuclear pleomorphism, hyperchromatism, and _ increased 
number of multinucleated cells were the important features in- 
dicative of greater cytological activity, and these features were 
used in grading the tumors on the basis of their cytological ap- 
pearance. Four patients had “borderline” tumors according to 
Lichtenstein and Jaffe’s histological criteria, 116 patients had 
grade 1 tumors, 79 had grade 2 tumors, and 13 had grade 3 
tumors. The grades showed some correlation with pregnosis. 
Increased cellular activity sufficient to change the numerical 
grade was observed in 13 of the recurrent tumors. In eight 
of these, the periphery of the lobules of the recurred lesions 
showed a spindling of the tumor cells that occasionally resulted 
in areas of frank fibrosarcoma. Zones of osteogenic sarcoma 
were observed in two recurrent tumors. The histological 
changes in these 13 cases were accompanied by a clinical course 
that included the development of distant metastasis in several 
instances. The grade of the malignant growth was higher than 
grade 1 in only 2 of the 18 patients in whom the results of sur- 
gical treatment were considered successful after long-term 
follow-up. The grade of the malignant growth was higher than 
grade 1 in 56 of the 125 patients in whom the results of treat- 
ment were unsuccessful. Metastasis occurred in 33 patients; 14 
of the metastasizing tumors were grade 1, 14 were grade 2, and 
5 were grade 3. Implantation of the chondrosarcomas was the 
usual cause of recurrence in the patients treated inadequately. 
In other patients implantation occurred in biopsy or other in- 
cisions. Fifty-eight patients received roentgen irradiation, and 
15 of these seemed to derive definite benefit in that the tumors 
regressed in size and the symptoms were somewhat relieved, 
although the ultimate course of the disease was not altered. 

Chondrosarcoma is a neoplasm of slow growth that usually 
causes the death of the patient by local enlargement but that 
may metastasize through the blood stream or the lymphatic 
system. It is important to differentiate it from the nonmalignant 
chondromatous variants. Microscopic examination of biopsy 
material permits prediction of malignant course. Local control 
of the tumor by adequate treatment is the chief problem in 
therapy. Recurrence of the tumor in the proximal part of the 
extremity or in the trunk represents an irrevocable failure of 
treatment in most patients. The ease with which chondrosar- 
coma implants locally in surgical wounds, including biopsy 
wounds, constitutes a major problem in management. Osteogenic 
sarcoma with a prominent chondroid component should not be 
grouped with chondrosarcoma. 


Fatigue Fissure (March Fracture) of the Tibia. H. van der 
Houwen Nederl. tijdschr. geneesk. 100:2521-2524 (Sept. 1) 1956 
(In Dutch) [Haarlem, Netherlands]. 


The author observed six patients with occult fractures of the 
tibia in the course of 18 months in a military hospital. Three 
young men had fatigue fractures of both tibias. One complained 
of pain in the left tibia about a handbreadth above the ankle. 
He felt some pain on pressure, but the pain was most severe 
when he walked. He did not recall any injury, but he had done 
much walking. Roentgenoscopy revealed no changes at this 
time, but six weeks later a painful thickening of the tibia could 
be felt and roentgenography now showed a periosteal reaction. 
Treatment consisted of limitation of standing and walking. 
Several months later pain developed also in the right tibia, 
and a periosteal reaction was visible a little higher up than on 
the left side. The histories of the two other patients were similar. 
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Repeated roentgenographic examinations may be necessary to 
demonstrate these fractures, for, whereas no change may be 
visible shortly after the appearance of the pain, some weeks 
later the periosteal reaction is quite evident. The author points 
out that, whereas fatigue fractures of the foot (march-foot ) 
are a well-known defect in military personnel, it is not so well 
known that fatigue fractures may also develop in other bones. 


Intramedullary Fixation of Long Bone Fractures. L. W. Breck. 
Am. Surgeon 22:1005-1013 (Oct.) 1956 [Baltimore]. 


Breck reviews the history of intramedullary fixation of bone 
fractures and describes his experiences with the method, partic- 
ularly in fractures of the femur and tibia. He has employed the 
Hansen-Street nail for intramedullary fixation of fractures of the 
femur since 1949 and has obtained excellent results. Union 
occurs in from 95 to 100% of the cases. Early ambulation is 
permitted, and a cast is not used. The Lottes’ nail is employed 
by the author exclusively for intramedullary fixation of the shaft 
of the tibia, because the V-nail of Kiintscher was not exactly the 
right shape, nor was it quite strong enough. The Lottes’ nail is 
triangular in shape and the cross section of the tibia is also 
roughly triangular. Union was obtained in all of the 26 patients 
with fractures of the tibia in which the author employed the 
intramedullary nail. 

Intramedullary fixation is the best method of treatment also in 
fractures of the clavicle that require open reduction, although 
open reduction is not needed very often in fractures of this bone. 
However, when the fracture cannot be reduced at least fairly 
satisfactorily, or where there is going to be a marked prominence 
at the fracture site because of an upward projection of the distal 
end of the proximal fragments, open reduction usually is indi- 
cated. In the author’s experience about 25% of adults with 
clavicular fracture require open reduction. In fractures of the 
forearm, intramedullary fixation has not proved definitely 
superior to other methods, but partially threaded round pins, 
Street’s new square pins, or certain other intramedullary devices 
may be used. In the treatment of fractures of the shafts of the 
metacarpals and metatarsals, intramedullary fixation may some- 
times be useful, but, on the whole, other methods of treatment 
are as good or better in these locations. Intramedullary fixation 
of fractures of the shaft of the humerus is not generally a 
satisfactory method. 


Streptokinase and Streptodornase and the Prevention of Post- 
surgical Peritoneal Adhesions. A. Innocenzi and I. Priola. Minerva 
chir. 11:823-827 (Sept. 15) 1956 [Turin, Italy]. 


The authors studied the effect of streptokinase and strepto- 
dornase on postoperative adhesions. Experiments were conducted 
on 24 adult male rabbits weighing from 2 to 3.5 kg. each. Animals 
were divided into three groups of eight each, the first group 
being kept as a control. Streptococci were introduced into the 
peritoneum of the animals of the second group during surgical 
intervention. Streptococci were introduced in small doses into 
the peritoneum of the animals of the third group every day for 
10 days. All animals were operated on under thiobarbital anes- 
thesia. The doses used in the animals of the second group were 
500,000 units of streptokinase and 125,000 units of strepto- 
dornase; for the animals of the third group the total dose was 
1 million units of streptokinase and 250,000 units of strepto- 
dornase. Exploratory laparotomy was performed 15 days after 
the intervention. Only one animal died. Large adhesions were 
found, especially between the stomach and the abdominal wall, 
in seven animals of the first group. Thin and transparent ad- 
hesions were found in four animals of the second group. No 
adhesions were found in the animals of the third group. There 
were no cases of toxicity or irritation. The best results were 
obtained in animals operated on with sterilized material. 


Heparin in Thrombosis and Embolism: Fifteen Years’ Experience. 
I. O. Brennhovd. Nord. med. 56:1325-1328 (Sept. 13) 1956 (In 
Norwegian ) [Stockholm, Sweden]. 


Heparin was given to 197 patients with thrombosis or embo- 
lism representing mainly postoperative complications. The drug 
was given intravenously in daily doses of from 250 to 450 mg. 
in four injections, without control of the coagulation time. The 
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reatment was continued until the patient was up, and in some 
cases also as a long-term treatment with reduced dosage and 
me or two injections daily. A certain variation in the amount 
needed depends on the individual response. Heparin treatment 
of thrombosis and embolism was found to shorten the duration 
of the disorder and to result in a low mortality from the compli- 
cation in the acute stage. Late complications after thrombosis or 
embolism treated with heparin are few and presumably depend 
on the localization and extent of the thrombosis when diagnosis 
is made. Follow-up of 165 patients showed that half the patients 
had no sequels of the thrombosis, 38% had an insignificant swell- 
ing of the calf, and 12% had severe sequels. Hemorrhagic compli- 
cations in heparin treatment are believed to be readily met with 
protamine sulfate. Because of the awkward form of administra- 
tion, heparin is not an ideal agent for long-term treatment. It 
seems to be the ideal treatment in the acute phase of thrombo- 
embolism and the only treatment in cases where the patient can 
be mobilized in bed early and is not subjected to long confine- 
ment to bed. According to Jorpes, six days’ ineffective treatment 
with heparin points to possible complications other than throm- 
bosis or embolism. 


NEUROLOGY & PSYCHIATRY 


Meninges and Choroid Plexuses in Acute Anterior Poliomyelitis. 
G. C. Angela and G. Giuliani. Minerva med. 47:657-661 (Sept. 
15) 1956 (In Italian ) [Turin, Italy]. 


The authors studied the meninges and the choroid plexuses ob- 
tained from the autopsy of 15 patients who died of acute anterior 
poliomyelitis. Meningeal alterations along the neuraxes and the 
locations of these alterations in relation to the nervous tissue 
underneath were searched for. The choroid plexuses of the fourth 
and lateral ventricles were systematically examined. A marked 
hyperemia of the meningeal vessels could be seen macroscopic- 
ally. Macroscopic examination did not show any marked altera- 
tions in the choroid plexuses; there was, however, some evidence 
of passive hyperemia and of some edema. Microscopic examina- 
tion showed marked changes in the structure of the meninges. 
The nervous tissue underneath was often altered, but at times it 
was intact. There were no important changes in the ependyma 
of the brain, of the ventricles, and of the central canal of the 
spinal cord. The authors think that in cases of nonparalytic acute 
anterior poliomyelitis there is a meningeal reaction that is similar 
histologically to a serous reaction. 


Paralysis of the Bladder in Poliomyelitis. F. Di Nola and G. C. 
Angela. Minerva med. 47:655-657 (Sept. 15) 1956 (In Italian) 
{Turin, Italy]. 


The authors found paralysis of the bladder in 5.9% of the pa- 
tients with poliomyelitis treated in their hospital from 1951 to 
1953. Remission ensued in from 10 to 15 days. Results are given 
of a study made on more than 20 monkeys injected with polio- 
myelitis virus of the Brunhilde strain. Paralysis followed in from 
six to nine days. Paralysis of the bladder was found in 20% of 
the animals. The parasympathetic cells of the excretory sacral 
nuclei appeared intact. The complete recovery of the excretory 
function in all cases indicates that vesical paralysis must be the 
result of functional and not of anatomic lesions. 


Intra-arterial Growth Hormone Treatment in Chronic Polio- 
myelitis: Results in 12 Cases. E. Henriquez Inclan. Medicina 
36:359-374 (Aug. 10) 1956 (In Spanish) [Mexico, D. F., Mex- 


ico]. 


Satisfactory results from intra-arterial injections of growth 
hormone are reported in 12 patients between the ages of 2 and 
15 years with chronic sequels of poliomyelitis. Sequels had lasted 
between 6 months and 15 years. Medical and surgical treatment 
failed. Four patients had the treatment only in one leg and eight 
patients had it in both legs. The growth hormone was given in 
doses that varied between 1 and 2 cc. in 1.5 cc. of saline solution 
for each injection. The injections were given once a week to a 
total of from three to eight injections for each leg treated. The 
patients were observed for one and a half to four months. It was 
observed that the necessary period for appearance of favorable 
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results of the treatment of the leg depends on the chronicity and 
the degree of paralysis. When muscular movement of the legs is 
present, even if moderate before the treatment, the movements 
increase from the very first injections, and they continue to im- 
prove as the treatment progresses. The general reaction of the 
leg to the treatment is manifested by improvement (or appear- 
ance) of muscular movement, improvement of the muscular 
tonicity and of the local temperature of the skin, and appearance 
or increase of patellar, plantar, and achilles reflexes. The muscles 
increase in thickness and the leg in size during a period that 
varies between two and four weeks. The muscular reaction to 
faradic and galvanic currents and the chronaxia of the muscle in- 
crease. The results are marked for the leg in which the injections 
are given and moderate for the leg in which they are not. A 
histological study was made of a portion of a gemellus muscle 
before start of the treatment, and on the 20th day of its course 
there was a marked increase of the number of capillaries and 
improvement of the muscular tissue toward a normal aspect. 
The treatment is harmless. This is a preliminary report. 


Effect of Unabsorbed Radiographic Contrast Media on the Cen- 
tral Nervous System. F. L. Davies. Lancet 2:747-748 (Oct. 13) 
1956 [London, England]. 


A follow-up of 119 patients who had undergone 125 myelo- 
grams for various diseases of the spinal cord from 1 to 15 years 
earlier are reported. Myodil was used in 124 cases and Lipiodol 
in one. The length of follow-up was from 1 to 15 years. The 
average amount of medium injected was 5 ml.; not less than 3 
ml. or more than 6 ml. was ever used. An attempt at removal of 
the medium had been made in only six cases, but all the patients 
showed residual contrast medium in the subarachnoid space: in 
one it was present within the cranial cavity only, in 68 in the 
spinal theca only, and in 50 in both situations. Seventy patients 
manifested abnormal reactions to the injection of the contrast 
medium, in 56 they were noted immediately after the injection 
or within a few hours, and in 14 the symptoms had persisted or 
had developed later and were found when the patients were 
examined a year or more after the myelography. The immediate 
reactions were severe in 47 and mild in 9. Headache, alone or 
with neck stiffness, nausea, vomiting, and giddiness, was common. 
Severe pain in the spine, usually lumbar but occasionally cervical, 
was also common. The symptoms lasted from a few hours to 14 
days. Meningism, cranial-nerve palsy, and nystagmus followe:! 
cisternal myelography. The symptoms of meningism lasted three 
days, the cranial nerve palsy three weeks, and the nystagmus 
two weeks. 

While the true incidence of persistent symptoms due to unab- 
sorbed contrast medium is difficult to assess, they were significant 
in 14 patients in this series. Laminectomy was performed on five 
patients a year or more after myelography. In four patients it was 
the second operation, and in each case the arachnoid was found 
to be thickened and lined by a tough sticky white exudate. The 
nerve roots were adherent to the exudate. Three patients who 
had undergone myelography from one to four years previously 
died from causes other than their original disease. In all three 
the pia-arachnoid showed changes similar to those found in the 
surgical cases. The proportion of severe symptoms cannot be 
ignored and shows that there is need for restraint in employing 
this procedure. The contrast medium should be removed, if 
possible, after myelograhpy. 


The Emotional Factor and the Epileptic Attack. I. M. Allen. 
New Zealand M. J. 55:297-308 (Aug.) 1956 [Wellington, New 
Zealand]. 


The clinical material on which this study is based consists of 
(1) the 182 patients with epileptic symptoms most recently ex- 
amined in detail; (2) the first 622 patients with epileptic symp- 
toms examined from 23 years ago, for purposes of comparison 
and control of the interpretation of the clinical data; and (3) 
the case material on which studies were made on reflex epilepsy, 
myoclonus epilepsy, epileptic automatism, temporal lobe dis- 
charges, small epileptic attacks, forced thinking as part of the 
epileptic attack, and other aspects of epilepsy. It was found that 
the emotional factor has an effect in aggravating the frequency 
and severity of epileptic attacks in over one-quarter of the cases. 
Facts show that the association of the emotional factor and the 
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epileptic discharge is in most cases of general rather than local 
significance so far as the original site of discharge is concerned; 
that an association based upon the production of biochemical 
changes, effects on the blood pressure, or conditioning at the level 
of the cerebral cortex is uncommon; that an association based 
on the origin of the discharge in the temporal lobe is also very 
uncommon and even rare; that the association can usually be 
recognized by study of all aspects of the history and variations 
found on examination; and that treatment directed to it may in 
favorable cases eliminate one of the most potent factors precipi- 
tating epileptic symptoms in the individual who is prone to them. 


PEDIATRICS 


Treatment of Chorea Minor with Prednisone and with Prednisone 
Associated with Chlorpromazine. I. Lanza and R. Morbidelli. 
Minerva pediat. 8:1131-1134 (Sept. 22) 1956 (In Italian) 
[Turin, Italy]. 


The authors treated 10 patients with chorea minor with pred- 
nisone and with prednisone combined with chlorpromazine. 
Patients were divided into two groups of five patients each. 
Rheumatic etiology was ‘presumed in the patients of the first 
group. Prednisone alone or combined with penicillin or methyl- 
androstenediol was given. Remission of the symptoms followed in 
a relatively short time. Starting dose was 1.5 to 2 mg. per day 
for each kilogram of body weight, continued for from two to three 
days. Maintenance dose was from 0.5 to 1.5 mg. per day for 
each kilogram of body weight, continued for at least 15 days. 

Patients of the second group received prednisone combined 
with chlorpromazine. Two milligrams of the combination per 
each kilogram of body weight per day were given. Three patients 
in whom the origin of the disease was rheumatic improved 
markedly. Two patients in whom the etiology of the disease was 
unknown took a longer time for recovery: in one remission of 
the symptoms followed after 12 days, and the other improved 
very slowly within a month. No untoward side-effects were 
noticed. 


The Changing Pattern of Rheumatic Heart Disease: The Expe- 
rience in New York City Department of Health Cardiac Consul- 
tation Clinics, 1943 to 1953. L. Kuskin and M. Siegel. J. Pediat. 
49:574-582 ( Nov.) 1956 [St. Louis]. 


An analysis was made of the clinical diagnosis carried out in 
65,044 children who were examined at the Cardiac Consultation 
Service Clinics of the New York City Health Department between 
1943 and 1953, in order to determine whether there has been a 
change in the relative frequency of organic heart disease after 
rheumatic fever. The relative frequency of detectable heart dis- 
ease occurring in children with a history of rheumatic fever who 
were referred to the consultation service from child health sta- 
tions, elementary and high schools, mercantile working paper 
clinics, private physicians, and, on occasion, hospital clinics and 
community welfare agencies, decreased from about 60% in 1943 
to about 30% in 1948. The 30% frequency level has been main- 
tained since 1948. 

These findings are related in time to the widespread use of 
antibiotics and are consistent with the decrease in prevalence 
of rheumatic heart disease reported from other source material 
by various investigators. They represent supportive data on the 
changing pattern of rheumatic heart disease. 


Salicylate Intoxication. H. D. Riley, Jr. and L. Worley. Pediatrics 
18:578-594 (Oct.) 1956 [Springfield, Ill.]. 


Salicylate intoxication occurred in 42 children between the 
ages of less than 1 and 6 years at the Vanderbilt University 
Hospital in Nashville, Ternn., between 1945 and 1955. Poisoning 
was caused by acetylsalicylic acid (aspirin) in 41 patients and 
by sodium salicylate in one. It occurred as a complication of 
therapy for some concomitant disease in 29, 6 of whom had 
rheumatic fever, and was the result of accidental ingestion in 
13. Most of the accidental cases occurred in children between 
the ages of 2 and 4 years, the age of insatiable curiosity and 
some measure of independence. Therapeutic intoxication 
occurred chiefly in infants less than one year of age. Cumulative 
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therapy intoxication is more likely to occur in infants than in 
older children not only because of an unawareness of the dan- 
gers and of the proper dose of acetylsalicylic acid but also 
because of the decreased renal excretion of salicylates due to 
renal immaturity and prerenal azotemia caused by dehydration 
resulting from the disease for which the drug is given. 

The response of the individual patient to the salicylate varied 
considerably. Even in poisoning resulting from accidental inges- 
tion, in which the effects of an underlying disease do not have 
to be considered, the plasma concentration of salicylate, clinical 
response, degree of toxicity at a given concentration of salicylate, 
and time required for renal excretion varied greatly for 
children of the same age and size who ingested comparable 
amounts of salicylate. Severe intoxication at low concentrations 
of salicylate in the plasma was observed. Hyperventilation and 
vomiting were the most common clinical manifestations of 
salicylism, but a hemorrhagic diathesis caused by hypoprothrom- 
binemia; hyperpyrexia; delirium or coma; circulatory collapse; 
and respiratory failure were occasionally observed. 

Because of the unique effect of salicylates on acid-base 
balance, with an initial respiratory alkalosis progressing to a 
metabolic acidosis, treatment must be individualized, flexible, 
and directed by physiological principles. The increased meta- 
bolic rate, polyuria, diaphoresis, and the need for enhanced 
urinary volume demand that adequate amounts of fluids be 
provided. Until serum pH and carbon dioxide concentrations 
have been determined, dextrose solutions to equal full main- 
tenance and estimated deficit requirements should be admin- 
istered intravenously. If respiratory alkalosis exists, sodium 
chloride solution should }e added to the parenterally given 
fluids so that salt depletion can be avoided. Convulsions should 
be treated by administration of oxygen; tetany can be controlled 
by administration of calcium gluconate or inhalations of 5% 
carbon dioxide. If and when acidemia occurs, alkalinizing salts 
should be administererd. Shock should be combatted with 
whole blood, albumin, and plasma transfusions. Barbiturates 
should not be routinely used in an effort to decrease the 
hyperventilation, but might be used as a last resort in certain 
cases. A clinical trial with exchange transfusions is warranted 
in selected cases of salicylate poisoning. 

Five patients died, and it seemed that the combination of the 
disease, for which the acetylsalicylic acid was given, with the 
salicylate poisoning was responsible for the deaths. The 
important role of acetylsalicylic acid ingestion as a cause of 
death is reemphasized and a plea is made for better education 
and attention to the potential dangers of salicylates. 


Congenital Endocardial Fibro-Elastosis: II. A Clinical and Path- 
ological Investigation of Those Cases Without Associated Cardiac 
Malformations Including Report of Two Familial Instances. 
J. Kelly and D. H. Andersen. Pediatrics 18:539-555 (Oct.) 1956 
(Springfield, Ill.]. 


Seventeen cases of congenital endocardial fibroelastosis with- 
out associated malformations of the heart or great vessels and 
without myocarditis or other known cause for the cardiac 
changes were selected from the autopsy protocols of 237 children 
aged less than 13 years with congenital heart disease who died 
at the Babies Hospital in New York City in the course of a 
20-year period ending June, 1955. Seventy-nine similar cases 
have been collected from the literature. Two instances of 
familial incidence were present in 3 of the 17 cases. There were 
several instances of the disease in one or more of multiple 
births, and three instances of two affected siblings among the 
79 cases. 

Evidence is presented that the 96 cases of congenital endo- 
cardial fibroelastosis without associated cardiac malformations 
represent a disease entity with the following characteristic 
features: 1. The disease is familial. 2. Nonspecific symptoms 
begin in the first six months of life in most patients; they consist 
of failure to gain weight and of cough, over a few days or weeks. 
A sudden attack of labored breathing and tachycardia with 
vomiting or abdominal pain may lead to death within one or 
two days or to recovery followed by repetition of similar 
attacks. Death within a day of onset of an attack occurs in 
50% of the patients. 3. The heart is grossly enlarged, mainly 
because of dilatation and hypertrophy of the left ventricle. 
4. The endocardial fibroelastosis increases with age and is most 
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pronounced in the left ventricle. 5. Noncardiac malformations 
are rarely present. 6. Bradycardia before birth and congenital 
heart block occurred in 2 of the 17 patients. 

The reported data are compatible with the hypothesis that 
the disease represents a congenital familial metabolic defect 
leading primarily to weakness of the myocardium and second- 
arily to fibrosis of the endocardium. 


Atrial Flutter in a Newborn Infant. J. A. Segal. Connecticut 
M. J. 20:700-702 (Sept.) 1956 [New Haven, Conn.]. 


The author reports an instance of atrial flutter with 2:1 block 
in a newborn baby. The rapid regular heart rate was discovered 
three days before birth at a routine prenatal checkup. Exam- 
ination of the baby shortly after birth revealed a heart rate of 
about 200 per minute and some slight cyanosis of the ex- 
tremities. The next day there was evidence of early heart fail- 
ure. An electrocardiogram taken 20 hours after birth revealed 
atrial flutter with 2:1 block. An x-ray on the same day showed 
cardiac enlargement. Digitalization converted the atrial flutter 
into normal sinus rhythm within 24 hours. An x-ray taken three 
days later showed some shrinking of the cardiac silhouette. The 
baby was discharged from the hospital in good condition on 
the 16th day. 


Progeria: Report of a Case with Cephalometric Roentgenograms 
and Abnormally High Concentrations of Lipoproteins in the 
Serum. I. M. Rosenthal, I. P. Bronstein, F. D. Dallenbach and 
others. Pediatrics 18:565-577 (Oct.) 1956 [Springfield, Ill.]. 


The authors describe a typical case of progeria ( Hutchinson- 
Gilford syndrome ) in a girl, in whom the diagnosis was made at 
the age of 20 months. The patient was followed up to the time 
of her death, which occurred at the age of 11 years as the 
result of an accident at school. Analysis of cephalometric 
roentgenograms of the patient revealed that the characteristic 
facial expression of progeria resulted from pronounced retarda- 
tion of facial growth in the presence of relatively normal growth 
of the neurocranium and was therefore not the result of pre- 
mature aging. Atherosclerosis was revealed by autopsy. 
Concentrations of lipoproteins in the serum were determined by 
analytic ultracentrifugation during life and were found to be 
abnormally high, suggesting a metabolic error rather than 
premature aging of the arteries as the cause of the athero- 
sclerosis. Psychological studies showed the patient to be of 
normal intelligence with no evidence of senilism. Analysis of 
these data leads to the conclusion that premature aging does 
not occur in progeria. 


DERMATOLOGY 


Cutaneous Leishmaniasis: A Report of 10 Cases. P. H. Langsjoen. 
Ann. Int. Med. 45:623-639 (Oct.) 1956 [Lancaster, Pa.]. 


The author reports observations on 10 American soldiers who 
had contracted cutaneous leishmaniasis in the area near Camp 
Pina in the Panama Canal Zone. This disease is generally believed 
to be transmitted by the bite of an infected sandfly. The area in 
which these soldiers were operating was heavily infested with 
the phlebotomus fly. There was evidence that all patients were 
infected while on jungle maneuvers, probably at night, while 
sleeping, and during the dry season. The clinical features of a 
classic case—the oval, painless, indolent ulcer with the raised 
dull red border, the necrotic base, and the beadlike subcutaneous 
nodules—are almost diagnostic. The ulcer expands by concentric 
zones of parasitic expansion just under the epidermis among the 
dermal papillae. The raised red border represents this expanding 
zone of active inflammation. It is the locus of active disease and 
the place from which the best material for diagnostic purposes 
can be obtained. Cold compresses were applied initially until the 
crusts and purulent material were cleaned up. Then the area was 
blocked with procaine, and the undersurfaces of the raised 
borders were scraped with a small curet. The material obtained 
was then smeared on a slide like an ordinary blood smear and 
stained with Wright’s stain. The Leishmania organism is small, 
measuring from 2 to 5 u in the longest diameter; it can be seen 
only under oil immersion. It is oval in shape and has well-defined 


| 
g 
a 
4 


1668 MEDICAL LITERATURE ABSTRACTS 


cell borders, light blue cytoplasm, a large, relatively pale tropho- 
nucleus at one end of the cell, and a dark, rod-shaped blepharo- 
blast. These organisms may be seen either singly, in groups, or 
within the structure of large macrophages. The visualization of 
the organism is diagnostic. 

All patients were treated with intramuscular injections of the 
antimony preparation stibophen (fuadin), which produced cure 
in from 15 to 28 days, but four patients experienced recurrences 
and required a second course of stibophen therapy. Electrocardi- 
ographic changes indicative of antimonial intoxication were ob- 
served in all patients. Arthralgia developed in four patients 
during the first course of treatment and in all patients requiring 
a second course. All toxic changes were reversible. Stibophen 
(fuadin) is an effective and relatively safe form of treatment in 
otherwise healthy young white males with leishmaniasis, but 
the therapy is quite prolonged. 


Localized Cutaneous Histoplasmosis. W. S$. C. Symmers. Brit. M. 
J. 2:790-792 (Oct. 6) 1956 [London, England]. 


Solitary localized histoplasmic granulomas of the skin were 
found and confirmed by isolating Histoplasma capsulatum from 
the skin lesions of two patients, a 28-year-old Nigerian man and 
a 23-year-old Nigerian woman who were living in England at the 
time the diagnosis was made. The skin lesion was on one cheek 
in the man and over the lower end of the sternum in the woman. 
The organisms in the granulomas were of the large cell type, 
which had been described as H. duboisii; their cultural charac- 
teristics were typical of H. capsulatum. The infection was con- 
tracted in West Africa in each patient. 


Lupus Erythematosus Treated with Mepacrine: Results of Treat- 
ment Together with Report of Cases with Recurrence on Longer 
Observation Period. J. P. Nielsen and J. V. Christiansen. Ugesk. 
leger 118:1035-1045 (Sept. 6) 1956 (In Danish) [Copenhagen, 
Denmark]. 


In 1953-1954, 97 cases of lupus erythematosus (81 of discoid 
type, 16 of erythematous type) were treated with mepacrine, 
the total dose being between 1.6 and 49.8 gm. and the average 
dose, 18 gm. In the first group there were excellent results in 22 
patients, improvement in 34, and no or doubtful results in 25; in 
the second group excellent results were seen in 9 patients, im- 
provement in 5, and no or doubtful results in 2. Fully half the 
patients were hospitalized during part of the treatment. No dit- 
ference was demonstrable between the results in the hospitalized 
and the ambulant groups. Sex and duration of the disease seem 
to be unimportant, but extensive involvement appears to give a 
somewhat poorer result. Most surprising was the better prognosis 
for patients over 60. The etiology of lupus erythematosus is 
unknown. Side-effects in the form of dermatitis occurred in 5 
patients, 16 had dyspepsia, and in 8 there were disturbances in 
sweating. Observation for about a year after the termination of 
treatment showed aggravation in about 80% of the patients who 
originally responded to the treatment. No recurrence was found 
after the 12th month, but only five patients were observed for 
over a year. The large number of recurrences within a year indi- 
cate that the treatment is symptomatic and not curative. Excellent 
results have been reported after chloroquine treatment of lupus 
erythematosus. The substance does not cause yellow coloration 
of the skin and causes fewer side-effects than mepacrine. Interest 
centers about the extent to which chloroquine in low doses can 
reduce the tendency to recurrence. 


OTOLARYNGOLOGY 


Otitic- Meningitis: A Review of Cases in an Attempt to Evaluate 
the Results of Treatment. J. B. McBean. A. M. A. Arch. Oto- 
laryng. 64:253-257 (Oct.) 1956 [Chicago]. 


Data on a group of 15 patients who had meningitis associated 
with acute or chronic otitis media are presented. The patients 
were observed at the Mayo Clinic during the 10 years from 1946 
through 1955. Five of the six deaths occurred in patients with 
acute otitis media, and the sixth occurred in a patient in whom 
it was not determined whether the otitis was acute or chronic. 
Five of the six deaths occurred in patients in whom Diplococcus 
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pneumoniae was identified in the spinal fluid; in the sixth, no 
organism was identified. All the patients who had meningitis with 
chronic otitis media received appropriate otologic surgical treat- 
ment and adequate antibiotic and chemotherapy, and all re- 
covered. It seems probable that, in the patients who died, the 
diagnosis of otitis media or meningitis was not made early 
enough or that adequate antibiotic therapy or chemotherapy had 
not been given prior to hospital admission. Patients with acute 
otitis media and meningitis who recovered all received relatively 
large doses of antibiotic agents and sulfonamide. Although men- 
ingitis is a relatively rare complication of otitis media, the 40% 
mortality (six deaths in 15 patients) indicates that it is extreme- 
ly serious. Fulminating meningitis might be prevented by early 
diagnosis and vigorous treatment of acute otitis media. To facil- 
itate early diagnosis of meningitis the author recommends that 
spinal puncture be performed in patients with unexplained 
fever, convulsions, and headache; this would result in earlier 
institution of adequate therapy. 


Improvement of Hearing in Otosclerosis by Means of Stapes- 
Mobilization Operation: Report of Results and Experiences. D. 
Myers and B. J. Ronis. A. M. A. Arch. Otolaryng. 64:307-323 
(Oct.) 1956 [Chicago]. 


The authors describe experiences with Rosen’s stapes-mobili- 
zation operation, which were obtained in 161 operations on 139 
patients in a period of 18 months. Sixty-five (47%) of the pa- 
tients were improved, while 74 (53%) were not improved. Two 
patients with failure underwent a successful fenestration. No 
surgical difficulties were encountered because of the previous 
stapes operation. While a degree of proficiency can be acquired 
with practice on cadavers, the feel of mobilizing the stapes can 
be obtained only on the living patient with otosclerosis. Only 
rarely will the cadaver specimen give the opportunity of mobil- 
izing a fixed stapes. At first the results may be discouraging, and, 
due to lack of experience, complete mobilization may not be 
obtained, the crura may be fractured, or the incus may be dis- 
articulated. With regard to the selection of patients the authors 
say that at the present time the successful candidate cannot be 
predicted preoperatively. The degree of stapes fixation cannot be 
predicted by the preoperative audiologic survey. There has 
been no correlation in this series between the degree of fixa- 
tion, the degree of deafness, the length of time the deafness ex- 
isted, and the amount of pressure or pull needed to obtain 
mobilization. Patients with every degree of deafness due to oto- 
sclerosis were operated on in order to explore the possibilities 
of Rosen’s procedure. The stapes-mobilization operation has 
opened a new vista in the surgical rehabilitation of the deafened 
patient with otosclerosis. It can restore hearing to practical or 
normal levels. The operation is physiologically correct, restoring 
the impedance-matching mechanism to normal when successful. 
There were no untoward complications in this series of patients. 


THERAPEUTICS 


Experience with a New Anticoagulant Coumadin (Warfarin) 
Sodium. D. H. Goodman. Arizona Med. 13:389-392 (Oct.) 
1956 [Phoenix, Ariz.]. 


Warfarin sodium, a coumarin derivative, was given routinely 
to 150 patients with coronary thrombosis with myocardial in- 
farction and to patients with other conditions requiring anti- 
coagulant therapy, such as thrombophlebitis, phlebothrombosis, 
phlebitis migrans, and cerebral thrombosis. The drug can be 
given intravenously as well as orally. Results show that a single 
dose of from 50 to 75 mg. given intravenously or orally will 
within 24 hours induce a therapeutic hypothrombinemic re- 
sponse. A therapeutic hypoprothrombinemia was readily main- 
tained by a daily dose of 10 mg. or an intermittent dose of 25 
mg. at three-day intervals. Bleeding occurred in 12 patients 
(8%); it was manifested primarily by hematuria and was read- 
ily controlled by intravenous administration of vitamin K 
(Mephyton ). No undesirable side-effects or toxic reactions, such 
as cutaneous reactions or blood dyscrasias, were observed. The 
contraindications to the use of warfarin are similar to those for 
bishydroxycoumarin (Dicumarol). Warfarin should not be giv- 
en to patients with all types of purpura and other blood dyscra- 
sias, associated with a hemorrhagic tendency; patients with liv- 
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er disease; patients who recently have been subjected to surgi- 
cal treatment of the central nervous system; and patients with 
ulcerative lesions of the gastrointestinal tract, dissecting aneur- 
ysm, renal insufficiency, and with carcinoma of the body and the 
tail of the pancreas associated with thromboses. Warfarin 
possesses properties that make it most nearly the ideal anti- 
coagulant of all those available at present. The low cost of war- 
farin is a factor of particular importance in long-range ambulatory 
treatment. Less frequent prothrombin determinations are 
needed because of the smoothness of the prothrombin response 
and absence of cumulative effect. 


Analgesic Properties of Mixtures of Chlorpromazine with Mor- 
phine and Meperidine. G. L. Jackson and D. A. Smith. Ann. 
Int. Med, 45:640-652 (Oct.) 1956 [Lancaster, Pa.]. 


Clinical observations on the enhanced effectiveness of narcot- 
ics given with chlorpromazine suggested that more complete 
and longer-lasting relief from pain may be expected as a result 
of concomitant administration of these agents. Tests were car- 
ried out on 211 patients to verify the clinical impression. It was 
found that, when chlorpromazine is combined with morphine, 
the analgesic properties of the combination are greater than 
those of either drug alone. The addition of chlorpromazine to 
25 mg. of meperidine hydrochloride produces an analgesic re- 
sponse similar to that seen with 75 mg. of meperidine. Chlor- 
promazine administered prior to morphine increases the analges- 
ic effectiveness of the second agent. Likewise, chlorpromazine 
administered prior to certain combinations of morphine and 
chlorpromazine appears to increase the effectiveness of the 
combinations. 


Cobalt-Iron Therapy for Common Types of Anemia. D. C. Aus- 
man. Journal-Lancet 76:290-294 (Oct.) 1956 [Minneapolis]. 


The author reports observation on 44 patients with anemia. 
Anemia in 10 patients, of whom 4 had arthritis, 4 carcinoma, and 
2 thyroid insufficiency, responded well to cobalt-iron therapy. 
The comparative efficacy of iron and of cobalt-iron was studied 
in 18 women with iron-deficiency anemia due to menstrual blood 
loss or previous pregnancy. With iron alone, 12 of 18 patients 
improved their hematological status; 6 did not. With cobalt-iron 
therapy, 17 patients improved hematologically; only one did not. 
An additional group of nine iron-deficient anemic patients who 
had not received iron therapy previously were also treated effec- 
tively with cobalt-iron. Gastrointestinal conditions or dietary 
abnormalities were associated with anemia in seven patients. In 
none did iron deficiency appear to be the primary factor. In five 
of these patients response was poor to iron therapy but excellent 
to cobalt-iron, as it was in two additional patients, in whom iron 
alone was not used initially. 

Routine use of cobalt-iron therapy offers advantages over the 
use of iron alone in the treatment of many common anemias seen 
in general practice. This is particularly true of the iron deficiency 
anemia occurring so often in women as a result of menstrual blood 
loss or pregnancy. The cobalt-iron preparation was not only more 
rapid and effective than oral administration of iron but was effec- 
tive even in patients who failed to respond to the intravenous 
administration of iron. The gastrointestinal tolerance for cobalt- 
iron was similar to that shown for ferrous sulfate. A skin rash 
appeared in two patients during cobalt-iron therapy. It was not 
severe enough to discontinue therapy and disappeared promptly 
when treatment was completed. 


Therapeutic Effects of Prednisone in the Treatment of Typhoid 
and Brucella Infections. A. Alfano and G. Amati. Riforma med. 
70:1078-1081 (Sept. 22) 1956 (In Italian) [Naples, Italy]. 


The authors report the results obtained with prednisone in 
six patients with typhus, two with paratyphoid, and four with 
brucellosis. The ages of the patients ranged between 22 and 
58 years. Treatment was started between the 6th and 25th day 
in patients with typhus and between the 10th and 32nd day in 
patients with brucellosis. Two patients with typhus had pre- 
viously been treated with chloramphenicol, and one patient 
with brucellosis had previously been treated with aureomycin 
for five days. Prednisone treatment was given for from 4 to 6 
days in patients with typhus and for from 6 to 11 days in 
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patients with brucellosis. Patients with typhus were given 
30 mg. per day, with a total dose of 90 to 110 mg., and those 
with acute brucellosis were given a total of 110 to 190 mg., also 
in doses of 30 mg. per day. The hormone was given alone to 
one patient with typhus and one with paratyphoid; the other 
patients with typhus and paratyphoid received it in combina- 
tion with chloramphenicol, and patients with brucellosis re- 
ceived it in combination with tetracycline. Fever dropped in 
from 12 to 20 hours. The effect on cenesthesia was rapid and 
marked: euphoria ensued a few hours after the hormone had 
been given. Toxic symptoms and headache disappeared rapidly. 
The pulse and the blood pressure of patients with typhoid im- 
proved. Asthenia, profuse perspiration, and muscular pain re- 
gressed markedly in patients with brucellosis. There were no 
side-effects. Prednisone given in small doses has an effect 
superior to that of cortisone, it is less toxic, and it is particularly 
helpful in the therapy of infectious diseases of the septicemic 
type. 


PHYSIOLOGY 


Sex Chromatin in Oral Smears. A. D. Dixon and J. B. D. Torr. 
Brit. M. J. 2:799-800 (Oct. 6) 1956 [London, England]. 


Oral smears were taken from 98 females and 162 males be- 
tween the ages of 16 months and 60 years, in an attempt to test 
the validity of the oral smear method as an aid in diagnosis of 
the chromosomal sex made on sex-chromatin findings in the 
nuclei of the epithelial cells from the mucous membrane of the 
oral cavity. Sex-chromatin was not observed in the 162 male 
smears examined, but in most of the 95 suitable female smears, 
35 to 50% of the cells counted contained a sex-chromatin mass. 
Thus the chromosomal sex was determined with considerable 
accuracy in the persons from whom the oral smears were ob- 
tained. As experience in the examination of the smears was 
gained, the diagnosis of the chromosomal sex became progressive- 
ly more accurate. The procedure is simple in its application and 
if necessary may be readily repeated. 

The findings in the 260 persons confirmed the previously estab- 
lished well-recognized difference between the nuclei of male and 
female epithelial cells. The mass of sex chromatin can be posi- 
tively identified only in an absolutely peripheral position in the 
nucleus. This probably explains why, in a proportion of cells in 
any smear from females, the sex chromatin is not visible. In fe- 
male smears the sex chromatin was usually first seen in one of 
the first five cells counted. As this finding occurred with great 
regularity it was decided that a count of 25 cells was quite ade- 
quate for sex determination. This is of particular significance in 
young infants in whom it may be difficult to obtain smears in 
which more than 25 cells fulfilling the essential criteria can be 
seen. These findings may help to standardize the method and 
insure correct diagnosis. 


Physical Activity and the Diet in Populations Differing in Serum 
Cholesterol. A. Keys, J. T. Anderson, M. Aresu and others. 
J. Clin. Invest. 35:1173-1181 (Oct.) 1956 [New York]. 


Data on total serum cholesterol are presented for samples of 
men, classified by age and physical activity, in Minnesota; 
Malm6, Sweden; Bologna, Naples, the island of Sardinia; and 
three ethnic groups in Cape Province, South Africa. Data on the 
cholesterol in the beta lipoprotein fraction in the serum are 
presented for some of these groups. Differences in physical ac- 
tivity do not explain the large differences in serum cholesterol 
found when groups with different dietary habits are compared. 
Within some populations there is a tendency for men in heavy 
manual labor to have somewhat lower serum cholesterol values 
than the other men in the population. Among the Bantu, who 
show this tendency most prominently, it was found that the men 
in heavy work consume diets lower in fats than the other Bantu, 
and there is other evidence pointing to a general tendency for 
the composition of the diet to be related similarly to the habitual 
level of physical activity. It is concluded that the habitual diet, 
and especially its fat content, has much more influence than the 
physical activity, per se, on the concentration of total cholesterol 
and beta lipoprotein cholesterol in the blood serum. 
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BOOK REVIEWS 


Dermatology. By Donald M. Pillsbury, M.A., D.Sc., M.D., Professor 
and Director of Department of Dermatology, University of Pennsylvania 
School of Medicine, Philadelphia, Walter B. Shelley, M.D., Ph.D., Asso- 
ciate Professor of Dermatology, University of Pennsylvania School of Medi- 
cine, and Albert M. Kligman, M.D., Ph.D., Associate Professor of Derma- 
tology, University of Pennsylvania School of Medicine. Cloth. $20. Pp. 1331, 
with 564 illustrations. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, England, 
1956. 


This new textbook by men active in basic dermatological 
research has a fresh, critical approach and an emphasis on 
fundamentals that makes it the best single volume on derma- 
tology available to students and practitioners. It is not intended 
to replace the more encylopedic works for the specialist, but 
many of its sections should be of interest to dermatologists as 
well, particularly the brief, readable reviews of basic science, 
the objective evaluations of current therapy, and the reasonable 
discussion of psychocutaneous medicine. The authors have 
devoted about 20% of the book to reviews of the anatomy, 
physiology, pathology, bacteriology, mycology, parasitology, 
allergy, and genetics of the skin. They justify this emphasis by 
pointing out that the skin is usually given short shrift in pre- 
clinical teaching, leaving students and clinicians with little 
understanding of its normal functions and basic pathological 
patterns. All of these reviews have a conversational tone and a 
practical slant that should assure greater readership than usual 
for material of this type. The outline of basic patterns of path- 
ological conditions in dermatology is particularly concise, logical, 
and comprehensive. 

Another 10% of the book is devoted to methods of derma- 
tological diagnosis. Included in this section are chapters on 
regional diagnosis, pediatric and geriatric dermatological diag- 
nosis, and dermatology in the tropics. In addition, the character- 
istic distributions of several common skin diseases are described 
and illustrated, and the basic types of skin lesions are defined 
and pictured in excellent black and white photographs. The 
next 5% of the book deals with the general principles of 
dermatological therapy, including topical and systemic measures. 
The discussion of the use of ionizing radiation in dermatology 
is ultraconservative, but this is preferable in an introductory 
text. The remainder of the book deals with the diagnosis and 
therapy of individual dermatoses. The material is presented in 
a readable, informal manner, and definite cpinions and guidance 
are given throughout. The discussions of cause and therapy are 
refreshingly critical. The authors tend to reject much traditional 
therapy that has not been proved by controlled study. They are 
perhaps too pessimistic about the treatment of acne and superfi- 
cial fungus infections and too hasty in discarding ammoniated 
mercury as an antibacterial agent. Detailed descriptions of 
histopathological changes in individual dermatoses are not 
given, but the authors indicate those diseases in which skin 
biopsy is helpful or essential. All in all, this is an important new 
book that should have many future editions. 


Venous Return. By Gerhard A. Brecher, M.D., Ph.D., Julius F. Stone, 
Professor of Physiology, Department of Physiology, College of Medicine, 
Ohio State University, Columbus. Cloth. $6.75. Pp. 148, with 55 illustra- 
tions. Grune & Stratton, Inc., 381 Fourth Ave., New York 16; 99 Great 
Russell St., London, W.C.1, England, 1956. 


This is an excellent presentation of a difficult and sometimes 
controversial subject. It is clear, readable, and thorough. It was 
not within the scope of this short monograph to survey the entire 
field of venous physiology. Instead, the author has confined him- 
self in the main to analysis of the several major mechanisms 
that determine venous return to the heart. Much of the informa- 
tion presented is recent, some of it previously unpublished and 
derived from the author’s experiments that used high-fidelity 
methods of measuring venous flow. There is an historical review, 
two chapters on basic venous hemodynamics, and a review of 
various methods, old and new, of measuring blood flow. Through 
the use of profuse illustrations of good quality, and of a concise 
text, the present status of the roles of ventricular ejection, the 
respiratory pump, systolic ventricular attraction, the muscle 
pump, venomotor activity, and diastolic ventricular suction in 
return of blood to the heart is brought into sharp focus. There 


is particular attention given to the author's investigations on 
the diastolic ventricular sucking effect. Of special interest to 
thoracic surgeons are a review of the effect of artificial respira- 
tion on venous return, a short chapter on venous hemodynamics 
in the presence of lesions of the cardiac valve, and a chapter on 
venous return during cardiac surgery. A helpful feature of the 
book is the inclusion of a brief summarizing statement of each 
major topic. The bibliography is complete and the index good. 
As stated-in the foreword, written by Dr. Wiggers, “This 
monograph is the only current one that gives a comprehensive 
analysis of the determinant of venous return and its adaptation 
to cardiac output based on experimental measurement of venous 
flow. It shouid be welcomed alike by laboratory investigators 
and clinicians who must at all times be alert to avoid procedures 
that interfere with natural factors favoring venous return.” 


Peripheral Vascular Disorders. Edited by Peter Martin, V.R.D., M.Chir., 
F.R.C.S., Surgeon to Chelmsford and Billerecay Hospitals, Essex, England, 
R. Beverley Lynn, M.D., F.R.C.S., Assistant Professor of Surgery and 
Markle Scholar, Medical College, University of Saskatchewan, Saskatoon, 
J. Henry Dible, M.B., LL.D., F.R.C.P., Director of Pathology, Postgraduate 
Medical School, London, and Ian Aird, Ch.M., F.R.C.S., Professor of Sur- 
gery, University of London, London. Cloth. $20. Pp. 847, with 450 illus- 
trations. E. & S. Livingstone, Ltd., 16 and 17 Teviot Pl., Edinburgh 1, 
Scotland; Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore 2, 1956. 


This comprehensive and lucidly written volume is the com- 
bined effort of nine contributors, five of whom either are 
surgeons or are working in related fields. Three are research 
workers in the basic sciences, and one is a radiologist. The 
plan used in writing this book is a reflection of the interests of 
the authors, with the medical point of view conspicuously 
absent. The first portion of the book is devoted to the basic 
anatomy and physiology of the peripheral vessels and the 
laboratory and clinical methods of studying the circulation. The 
role of the sympathetic nervous system and its innervation of 
the vascular tree are stressed. Numerous diagrams and photo- 
micrographs help to elucidate the text. The section also contains 
an excellent chapter on the radiology of peripheral vascular 
disorders. Included are descriptions of the results of soft-tissue 
x-ray technique, arteriography, and venography. The various 
pathological alterations are profusely illustrated by instructive 
photographs of high quality. 

The remainder of the volume deals with the pathology, 
clinical manifestations, and treatment of diseases of the 
arterial, venous, and lymphatic systems. A good portion of this 
section is devoted to pathological alterations, particularly those 
of atherosclerosis and thromboangiitis obliterans. Gross changes 
in the arterial tree are graphically depicted through the use of 
roentgenograms of amputated limbs in which the arteries and 
their branches have been outlined by a radiopaque medium. 
Numerous photomicrographs are used to show the different 
microscopic changes in the lumen of the vessels. With regard 
to treatment, throughout the text emphasis is placed on surgical 
therapy. The indications and contraindications for sympathec- 
tomy are presented in much detail. The last chapter is devoted 
entirely to descriptions of the various operations used in 
peripheral vascular disorders. Included are relatively new 
methods, such as the use of venous and arterial transplants, as 
well as the older conventional techniques. The various steps are 
presented in sufficient detail to be of value to the surgeon. 

Even superficial perusal of the text reveals evidences of 
inadequate proofreading and editing. There are numerous mis- 
takes in grammar and typographical errors, and references to 
subject matter elsewhere in the volume or to figures are not 
always accurate. Different methods of presenting the extensive 
bibliographies are used in the various chapters. In some instances 
photographs are duplicated; for example, figure 359 on page 652 
is also presented as figure 385 on page 709. Figures 313 and 
314 appear to be the same except that one is in color and the 
other, in black and white. This volume should be of real value 
to the specialist in peripheral vascular disorders, particularly 
the vascular surgeon. Much of the detailed subject matter, 
however, is not presented in a manner that permits ready clinical 
applicability to the problems of the general practitioner. 


Vol 


|| 

= 
PA 
To 
‘ 
1 
d 
wh 
pal 
| or 
an 
dre 
an 
the 
me 
mé 
gly 
O1 
tre 
en 
sy! 
he 
co 
ar 
ah 
tic 
Al 
Te 
Ww 
p 
A 
| fi 
ti 
re 
tl 
h 
h 
rr 
fi 
c 
t 
n 
k 
r 
i 
r 
t 


Vol. 162, No. 18 


1671 


QUERIES AND MINOR NOTES 


PALLOR ON EXPOSURE TO COLD 

To THE Eprror:—A 30-year-old man has severe erythralgia of 
the hands, face, and feet on exposure to temperatures below 
50 F. He is in good health and has no history of previous 
frostbite. Is there any effective treatment or prophylactic 
measure? Charles A. Lichty, M.D., Shelbina, Miss. 


ANSWER.—The use of the designation “erythralgia” is some- 
what confusing, but it is presumed that it is used to designate 
pallor on exposure of the skin to cold. Associated with pallor 
or following the pallor there may be varying degrees of cyanosis 
and rubor. The diagnosis, therefore, may be Raynaud’s syn- 
drome. This is quite commonly associated with scleroderma, 
and careful search should be made for scleroderma, although 
there is no satisfactory treatment for this condition. The treat- 
ment for Raynaud’s syndrome is purely symptomatic and, in 
many instances, unsatisfactory. Glyceryl trinitrate (nitro- 
glycerin) ointment applied to the fingers is sometimes helpful. 
One of the ganglionic blocking agents commonly used in the 
treatment of hypertension, such as methenamine (hexamethyl- 
enamine), may be beneficial. Sympathectomy, which causes 
symptomatic denervation of the skin of the face and hands, is 
helpful in preventing episodes of discoloration on exposure to 
cold in approximately one-half to two-thirds of patients who 
are operated on. Sympathectomy of the lower extremities is 
almost uniformly curative in preventing episodes of discolora- 
tion of the feet on exposure to cold. 


ADRENALECTOMY FOR CANCER 


To THE Eprror:—Has there ever been a reported case of cancer 
cured by adrenalectomy after other methods have failed? 
Since cancer patients who have undergone bilateral adrenal- 
ectomy should receive substitution therapy, what preparation 
is the best and at what dose? What precautions should be 
observed in such adrenalectomized patients? How should one 
observe and maintain electrolyte balance? Would the use of 
5% dextrose in 500 cc. of lactated Ringer's solution be con- 
traindicated? How long do such cancer patients live after 
bilateral adrenalectomy? How do you explain the fever that 
occurs in such patients who had undergone adrenalectomy 
and who apparently show no infection? \4_D., Philippines. 


ANSWER.—Cancer of the adrenal has been cured by adrenal- 
ectomy. The purpose of bilateral adrenalectomy in the patient 
with advanced cancer has been to control the disease and to 
promote a remission of its painful and systemic manifestations. 
Although it has been tried in other types of cancer, the success- 
ful remissions have been in the “hormone dependent” tumors of 
the breast and prostate. Scott and Huggins in 1945 produced a 
remission by this procedure in a patient with advanced car- 
cinoma of the prostate, but since cortisone was not available 
they were limited in their substitution therapy. The operation 
has been performed by many investigators since this compound 
has become readily available. Hundreds of patients with ad- 
vanced carcinoma of the breast and prostate have had bilateral 
removal of the adrenals with remission of their cancer lasting 
from a few months to many months. None has been reported 
cured. 

The success of the operation depends on adequate substitu- 
tion for compounds that were supplied by the adrenals and are 
necessary to maintain the electrolyte balance and other meta- 
bolic functions without reintroducing compounds that will pro- 
mote the growth of the tumor. Exactly what the compound, or 
its metabolic products, will do to the metabolism of a tumor is 
not predictable at the present state of knowledge. In the selec- 
tion of an adequate adrenal substitute, it is necessary to have 


The answers here published have been prepared by competent authori- 
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both an electrolyte controlling hormone and a metabolism regu- 
lating effect. Cortisone has the advantage of having a satis- 
factory balance between these two functions, and, when the 
patient receives 50 to 75 mg. of cortisone and 4 to 5 gm. of 
sodium chloride a day, he can be maintained indefinitely, as 
long as the necessary precautions are observed. 

The precautions to be observed are the same as in patients 
with adrenal cortical hypofunction ( Addison's disease ). Because 
the treatment of the patient with cancer requires the minimum 
maintenance dose of cortisone in order to be most effective, the 
dosage will have to be worked out for the individual patient. 
Consequently the resistance to stress and ‘nfection is very low 
and care should be taken to reduce these factors as much as 
possible. The patient should be instructed that the necessity of 
taking the cortisone is not only important to his well-being but 
also to his life, that if he is nauseated and unable to take it by 
mouth it should be taken by injection, and also that the use of 
mineral oil and other nonabsorbable fat-soluble compounds will 
carry the adrenal compounds through the intestinal tract with- 
out being adequately absorbed. The serum sodium and potassium 
levels should be checked at regular intervals and, as it is estab- 
lished that adequate replacement therapy is being given, the 
interval can be lengthened. The urine output volume is a good 
index of adequate replacement and will be of normal quantity 
when the patient is receiving enough cortisone to excrete potas- 
sium and will keep the serum potassium level within a normal 
range. The serum sodium level will drop on a low dosage of 
cortisone unless the sodium chloride intake is increased. A low 
serum sodium level and high serum potassium level indicates 
inadequate dosage. A high serum sodium level and low serum 
potassium level indicates over-replacement. It is worth while to 
watch also blood nonprotein nitrogen level, carbon dioxide- 
combining power, and serum chloride, phosphorus, and calcium 
levels. An elevated nonprotein nitrogen level and lowered carbon 
dioxide and increased chloride and phosphorus may be present 
if cortisone dosage is inadequate and renal output is very low 
for a long time, but this should be reflected first in serum sodi- 
um and potassium levels. The serum calcium level rises when 
the limit of the kidney to excrete it is passed. When this point 
is reached it is usually due to the freeing of excess calcium from 
the bones by the invasion and destruction by the cancer and in- 
dicates an increase in activity of the malignant cells. The use 
of Ringer’s solution would depend entirely upon the problem 
that has to be treated, and if the problem required the elements 
in this solution it would be safe to give it. There is certainly no 
direct contraindication because of adrenalectomy. During the 
immediate postoperative period, when the cortisone dosage is 
usually high and urine output is large, this solution may be very 
helpful. 

The length of time a patient lives after bilateral adrenalectomy 
is not limited by the operation or the substitution regimen. The 
cancer continues to grow but the rate of growth is much slower. 
It is apparently the shrinkage of each cell with release of local 
pressure that produces the remission of the pain and the 
systemic manifestations. The remission is often enough to permit 
many months of useful and pain-free life. Again the purpose of 
the operation is to withdraw a substance on which tumor 
growth is dependent. The tumor may regress for a time and then 
grow again when it finds other metabolic pathways that are 
not hormone-dependent. 


TREATMENT OF REITER’S DISEASE 


To THE Eprror:—Please give an opinion concerning the treat- 
ment and prognosis of Reiter's disease. 


M.D., Pennsylvania. 


ANsweER.—A treatment program for a patient with Reiter’s dis- 
ease should be planned only after giving careful consideration to 
the character of the disease in the individual under considera- 
tion. The disease varies widely in its manifestations from one 
person to another. In some instances the skin eruption is 
severe; exfoliating and hyperkeratotic lesions appear about the 
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palms, soles, and even on the face and trunk; sometimes fever 
is present; and the joints may be extremely painful and swollen 
and the patient seriously debilitated, unable to take nourish- 
ment properly, and in need of considerable nursing care. In 
others, the disease is much less severe; the skin eruption may 
consist only of minor inflammatory changes about the palms 
and soles, with a few scattered lesions elsewhere on the body; 
conjunctivitis may appear and disappear from time to time; and 
the articular changes may be only slightly troublesome. In 
some instances the disease runs a self-limited course, all symp- 
toms subside under the influence of careful nursing, and very 
little additional treatment may be required. In others, the 
disease progresses inexorably, producing the most intensive 
articular deformities accompanied by destructive changes such 
as may be seen in severe rheumatoid arthritis. 

During acute early stages of the disease, supportive treat- 
ment should be devised to fit the particular situation in the 
patient under consideration. Often, complete bed rest is essen- 
tial during the acute stage of the disease. If the joints are 
violently inflamed, splints and other supports may need to be 
devised in order to prevent needless pain from motion. When 
severe exfoliative and hyperkeratotic skin lesions are present, 
daily soaks or wet packs using dilute potassium permanganate 
solution of 1 to 10,000 aids in removing the crusts and sub- 
sequently 5% ammoniated mercury ointment may be applied to 
the sites of the skin lesions. For treatment of urethritis, hot 
sitz baths may be helpful. Irritating secretions from con- 
junctivitis should be washed out with saturated solutions of 
boric acid and mild boric acid ointment applied to the con- 
junctival margins. During severely painful phases of the disease, 
salicylates may aid in controlling the discomfort, and in some 
instances small doses of codeine or other narcotic may be 
required. 

During recent years increasing experience with steroid com- 
pounds in treatment of patients with Reiter’s disease has been 
acquired in many medical centers, and, in general, those who 
have employed steroid therapy have had good results. If 
steroids are used, prednisone or prednisolone in doses of 20 
to 30 mg. daily should be given in divided doses as an initial 
step. Thereafter, this dose may be gradually reduced as symp- 
toms come under control. In some instances, continued ad- 
ministration of steroids may be required for several months 
and in this event usual precautions should be taken to prevent 
gastric irritation by means of antacids, to prevent edema forma- 
tion by reducing salt intake, and to prevent or reduce the 
possibility of other Cushingoid phenomena by reducing the 
dose as rapidly as possible in relation to the response of the 
patient. 


STRONGYLOIDES INFESTATION 


To THE Eprror:—A 45-year-old woman has had Strongyloides 
infestation of her alimentary tract for 10 years. She has taken 
all possible precautions against recurrent reinfestation, and 
none of six immediate family members have stools positive 
for Strongyloides; yet she never has had a stool specimen 
free of viable worms or occult blood. Previous treatment 
included hexylresorcinol, piperazine citrate, tetrachlorides, 
gentian violet, and even weird concoctions advised by neigh- 
bors and fringe practitioners and by herbalists. She now has 
marked secondary microcytic, hypochromic anemia and feels 
tired and listless. I have done complete hematological studies, 
gastrointestinal tract series, and proctoscopic and gastro- 
scopic examinations, which prove normal except for anemia. 
She has had three courses of gentian violet, enseals (2 - 
grain [30 mg.] capsules three times a day after eating) for 
21 days each time. No intact enseals have been found on 
repeated search of stools, and yet stools continue to contain 
both live and dead Strongyloides. Can you suggest a better 


treatment? M.D., California. 


ANsSwER.—The adult Strongyloides worms usually are em- 
bedded in the mucosa and submucosa of the small intestine. 
They are small, the female measuring about 2.2 mm. Eggs, 
which resemble those of hookworm, hatch in the tissues or 
intestines, liberating the rhabditiform larvae that are found in 
the stool. After discharge from the body the larvae may estab- 
lish a free living cycle outside the body, or, if conditions are 
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unfavorable, the rhabditiform larvae may be converted into 
the infective filariform larvae. This infective form penetrates 
the skin of man, gets into the capillaries, takes the heart-lung 
route, ascends the respiratory passages to reach the esophagus, 
and passes down into the stomach and intestine. Some worms 
may migrate into the pulmonary tissue and develop there, 
giving rise to larvae in the sputum. The complete cycle may 
take place in one host, resulting in internal reinfection. In 
these cases the rhabditiform larvae metamorphose into filari- 
form larvae within the intestine or on the perianal skin. 
These infective larvae penetrate the mucosa of the lower 
intestine, or the perianal skin, resulting in hyperinfection. In 
these cases the infection is not self-limited but continues to 
build up within the body in the absence of reinfection from 
the outside. Also the infective larvae may be ingested with 
uncooked vegetables and gain entrance to the body through 
the mucous membranes. Usually eosinophilia is present and, 
when absent, is a poor pregnostic sign. The diagnosis is estab- 
lished by finding the characteristic larvae in the stool. Some- 
times they are found only in material aspirated from the 
duodenum. 

Eradication of this worm is difficult. Medicinal gentian violet 
is recommended but often gives unsatisfactory results. For 
those who do not respond to the oral therapy with gentian 
violet duodenal intubation is recommended. The patient should 
be in the hospital. The day before treatment the patient is 
given a liquid diet, and early next morning an enema to clear 
the lower part of the intestine. Then pass the duodenal tube, 
making sure it is in the duodenum, and inject 25 cc. of a 1% 
aqueous solution of gentian violet medicinal. In chronic cases 
of long duration this treatment will have to be repeated when 
the larvae in the tissues become adults. Twenty-eight days are 
required from the entrance of the filariform larvae through the 
skin to the appearance of rhabditoid larvae in the stool. In 
extraintestinal infections the intravenous route is recommended 
(25 ml. of sterile 0.5% aqueous solution of gentian violet medic- 
inal). Diethylearbamazine (Hetrazan) is useful in some 
refractory cases (2 mg. per kilogram of body weight three 
times daily for 10 to 20 days; total dose, 4 to 8 gm.). 


PURE NEPHROSIS 


To THE Eprror:—A 9-month-old boy presents the picture of 
nephrosis. He had never been ill until he was 7 months of 
age, when he developed a head cold with ear, nose, and 
throat involvement, lasting three days, during which time 
his temperature reached 105 F (40.5 C) (rectal). He was 
treated with penicillin injections and oral medication, pre- 
sumably sulfonamides. One month after his illness, the 
parents noted some puffiness of the eyes, followed by swell- 
ing of the feet, abdomen, hands, and face. The baby was 
irritable, but not feverish. There was no anuria or rusty, 
discolored, or grossly bloody urine. Physical examination 
showed only generalized edema. Blood pressure was 98/68 
mm. Hg. Urine consistently showed albumin. Treatment has 
consisted of therapy with prednisolone, Diamox, and Thora- 
zine. What is the prognosis for a baby who has this condition, 
and what future treatment is recommended? 


Charles L. Concklin, M.D., Corpus Christi, Texas. 


ANSwWER.—From the data submitted, it seems that the child 
has “pure nephrosis.” If this is the case and no other systemic 
disease is involved, then the prognosis for this patient with 
nephrosis is similar to that for patients in older age groups: 
excellent for recovery, unless progressive renal failure ensues. 
Steroid treatment seems entirely adequate. It is not unusual to 
use prednisolone initially, 1 mg. per pound of body weight 
daily for two to four weeks until diuresis is complete and the 
patient has been free of proteinuria for «pproximately one 
week. This is followed by a plan of long-term steroid therapy 
that is satisfactory for the patient situation. Usually, the same 
dose of prednisolone is used three consecutive days of each 
week. This is continued for 9 to 12 months, as long as pro- 
teinuria is controlled. Therapeutic doses of a broad-spectrum 
antibiotic are used during the daily initial therapy; none are 
used during the period of intermittent steroid administration 
unless infection occurs. Diamox is not effective in the edematous 
stage of this disease. 
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TOXICITY OF XYLENE (XYLOL) 


To THE Eprror:—Xylene (xylol) is being used in a certain plant. 
What test can be depended on to determine the safe concen- 
tration of xylene in air? What are the effects of intoxicating 
levels and how long may workers stay in this environment? 
Are the effects of xylene cumulative? Should routine testing 
he done on workers? 

William M. Vest, M.D., Ukiah, Calif. 


ANsweER.—Tests for the quantitative determination of xylene 
(xvlol) levels in an industrial plant are practical but difficult. 
The maximum acceptable concentration of xylene is 200 ppm 
of air for an eight-hour work period. The vapors of xylene are 
so irritating to the eyes that workers usually will not work in 
any significantly high concentration. Xylene is the homologue 
of benzene and toluene but is far less toxic than benzene and 
perhaps of nearly the same toxicity as toluene. There may arise 
both acute and chronic damage. In the acute stage and in mild 
cases, attention should be paid to complaints of excessive 
fatigue, dizziness, palpitation, mental confusion, numbness in 
extremities, tremors, dyspnea, and anxiety. In more severe 
poisoning, unconsciousness may be brought about, and this, 
if relieved, may be followed by excitment, gastrointestinal 
pains, headaches, insomia, and formication; nausea and vomit- 
ing may appear. In the chronic form all acute manifestations 
may persist with added severity and persistence of symptoms 
referable to the nervous system, including stupor and pares- 
thesia. A common complaint is that of persistent gastrointestinal 
disturbance. Hypotension may appear. The damage from xylene 
is less reflected in the cellular elements of the blood than is 
benzene, although low red blood cell counts may appear. 
Leukopenia, which is fairly characteristic of benzene poisoning, 
rarely occurs from the action of xylene. A relative lymphocytosis 
is the rule. In general, not too much is to be expected from blood 
cell counts in suspected xylene poisoning. At least in the past, 
some commercial xylene has proved to contain some benzene, 
which greatly adds to the prospect of injury. Recourse should be 
had to more adequate presentation, such as is found in Brown- 
ing’s “Toxicity of Industrial Organic Solvents” (Medical Re- 
search Council, Industrial Health Research Board report no. 80, 
ed. 2, London, Her Majesty’s Stationery Office, 1953). 


SEDIMENTATION RATE AFTER SPLENECTOMY 


To THE Eprror:—What do you consider a normal sedimenta- 
tion rate for a person who has had splenectomy? 


J. M. Hesser, M.D., Benson, Ariz. 


ANSWER.—The sedimentation rate depends on the type of 
tube in which the determination is carried out, and without 
knowing what method the inquirer uses no values can be given. 
The sedimentation rate appears to be dependent on several 
factors, i.e., the level of the total plasma proteins and the 
relation of the various fractions to one another; tle presence 
of either anemia or polycythemia. A splenectomy in itself 
should not significantly affect the sedimentation rate. If the 
patient has a’ normal red blood cell cownt and if there is no 
underlying chronic disease, one would expect the sedimenta- 
tion rate to be normal. 


MUSCULAR DYSTROPHY 


To THE Eprror:—A 21-year-old Chinese man has atrophy of twe 
.years’ duration of the muscles of both arms, thighs, and shoul- 
ders, including the pectoralis major and minor muscles, supra- 
spinatus, infraspinatus, teres minor, and rhomboids. There is 
still some function of the deltoid muscles. The muscles of the 
forearms, hands, legs, and feet are still intact, and of normal 
dimensions. The upper extremity has “Popeye” configuration: 
no biceps muscles but full muscular forearm. What therapy 
would be more specific than supportive? 


Alfred O. Mazat, M.D., Singapore. 


Answer.—The condition described is in all probability a scapu- 
lohumeral type of muscular dystrophy of Déjerine-Landouzy 
variety. Mention is not made of facial involvement, nor is any 
history of familial incidence given. These two phases of the dis- 
ease should be investigated, since facial involvement is minor but 
frequent in these patients in many cases, and very minor involve- 
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ment of siblings and other members of the family may be elicited 
with careful examination. Although isolated cases of this type of 
muscular dystrophy can be found, the more common type is 
hereditary and is transmitted as a dominant. The only diagnosis 
that seems to be possible, other than the above, is a chronic myo- 
sitis involving both girdles, but the distribution of atrophy de- 
scribed in this case is most unusual for such a condition. There is 
no accepted form of treatment for this condition. Many drugs and 
preparations have been used, and the most popular at the present 
time is aminoacetic acid ( glycine ), in dosage of 10 to 20 gm. per 
day. This is said to retard the progression of the disease in some 
cases and in others has shown some beneficial effect, but never of 
striking character. Another treatment that has had some popu- 
larity is the administration of vitamin’ E in dosages between 100 
and 600 mg. daily. This also is of doubtful benefit, although con- 
troversial reports have been made on the subject. Still another 
controversial method of treatment is that of a combination of 
nutritional factors such as vitamin Bs, folic acid, and a mixture of 
amino acids. The latter have been administered mostly in the 
form of a casein hydrolysate, although liver hydrolysates have 
been advocated also. All of these nutritional supplements are of 
doubtful specific effect. 


SWADDLING AND SHORT STATURE 


To tHE Eprror:—Asiatics, Eskimos, Laplanders, and Greeks 
have short stature and they swaddle their babies for the first 
12 to 15 months. To what degree is swaddling, or are other 
factors, responsible for short stature? 


S. Partheniou, M.D., Poros, Greece. 


ANSWER.—The practice of swaddling infants is widespread. 
Although frowned on by psychiatrists and pediatricians because 
of retarding behavioral development and possible effects on 
the personality of the child, it cannot be implicxted in the 
suppression of full stature growth. Swaddling is a procedure 
found among both tall and short peoples. Many factors have 
been implicated in the development of stature, such as climate, 
weather, cultural practices, nutrition, and race. Of all these, 
only ethnic extraction and nutrition are thoroughly documented. 
In discussing race as a factor, it should be understood that 
the concept as presently used is a dynamic one. Race is no 
longer considered a static type, but a population concept, 
statistically defined and undergoing constant change in the 
proportions of different genetic determiners. The influence of 
nutrition is well documented in studies of European, Polynesian, 
and Mexican immigrants to the United States. Where nutrition 
is improved, there is a consistent increase in stature from one 
generation to the next, with no change in the genetic com- 
position. This does not mean that one can increase stature 
indefinitely through improved diet but only that the depressing 
effect of poor nutrition can be negated by good diets within 
racial limits. 


ADENOID TISSUE IN ADULTS 


To THE Eprror:—A 24-year-old woman had a tonsillectomy and 
adenoidectomy in March, 1955, after which there was persist- 
ent clear mucoid drainage from the region of the adenoids for 
one year. Secondary adenoidectomy has likewise failed to 
eliminate this drainage. Incomplete epithelization was con- 
sidered as the cause. Various medicaments, including Lugol's 
solution, thyroid, dilute iodine in glycerine, and estrogenic 
nasal drops have been tried. Could you outline a regimen that 
might eliminate this disconcerting problem? \4_D., Ohio. 


ANSwER.—Adults generally do not have adenoids. By adenoids 
is meant the diseased and hypertrophied pharyngeal tonsil, as 
distinguished from the faucial tonsil. It is true that many indi- 
viduals do have remnants of lymphoid tissue in the area; this 
so-called adenoid “rest” as a rule is symptomless. If there were 
persistent drainage before the operation, it could have been due 
to one of the following conditions. 1. The remnant of pharyngeal 
tonsil may have had a persistent medial cleft that tended to seal 
over; from time to time this could open and empty itself. 2. The 
other condition, about which there is some disagreement, is gen- 
erally termed nasopharyngeal (Thornwaldt’s ) bursitis. This naso- 
pharyngeal cleft is said to spring from (a) notochordal contact 
with the nasopharyngeal mucosa, (b) Rathke’s pouch, or (c) 
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Seessel’s pocket. Such a mucosa-lined pocket can be diagnosed 
by careful nasopharyngoscopy, and, if present, needs to be 
curetted under direct inspection via the Yankauer nasopharyn- 
goscope or by elevation of the palate by means of a Jackson soft 
palate retractor. Not to be forgotten are the ordinary causes of 
postnasal drip, which include all those irritating mucous mem- 
brane agents and conditions, so well described by Proetz (Ann. 
Otol., Rhin. & Laryng. 54:739, 1945). In addition, this case 
calls for ruling out of posterior cell sinusitis and nasal allergies. 
For therapy it is suggested that Proetz’ article be consulted. 


CYSTITIS 


To THE Eprror:—An unmarried woman, 66 years of age, has had 
frequency of micturition, nocturia, burning and smarting on 
urination, decreased bladder capacity, and pyuria for the past 
three years. She has been given numerous medicaments, with 
no benefit. Candida krusei fungus has been isolated on cultures. 
What would be the appropriate treatment? 


H. W. Waters Jr., M.D., Montgomery, Ala. 


Answer.—Candida krusei is generally regarded as a sapro- 
phyte, and there is little or no evidence that it causes infection 
when found in the urinary tract. The bacteria commonly found 
with cystitis may be obscured on culture by the Candida (Monilia) 
infection. It would be advisable, therefore, to make repeated 
cultures as well as smears of the urine in order to determine the 
existence of etiological bacteria, and antibiotics should be ad- 
ministered according to the type of bacteria found. Involvement 
of the bladder with Candida often responds to lavage with a 
solution of methylrosaniline chloride (gentian violet) (1:1,500) 
or a weaker solution of acriflavine. A new drug, nystatin, has 
been found to be of value in treating monilial infection of the 
urine. It may be used both orally and as a medium for irrigation 
of the bladder. When used for irrigation, a solution made by 
dissolving one tablet of nystatin in a liter of water may be tried. 
Injections of Tritheon (2-acetylamino-5-nitrothiazole ) also have 
been of value in some cases. It should be remembered that 
Candida infection is usually of vaginal origin, and there are many 
preparations that have been used locally to eliminate vaginal 
infections, with variable results. No mention has been made 
of preliminary complete urologic examination, including cystos- 
copy, catheterization of the ureters, and bilateral pyelography or 
urography. This should, of course, be done to exclude evidence 
of pathological conditions in the urinary tract. 


INSULIN TEST AFTER VAGOTOMY 


To tHE Eprror:—What is the insulin test as used in gastric 
surgery and what are the principles involved? 
M. D., New York 


ANSWER.—The insulin test, as used in gastric surgery, depends 
on the discovery by Carlson and Bulataeo and Wolff that a pro- 
found hypoglycemia produced by the injection of insulin stim- 
ulates the vagus centers, arousing impulses in the vagus nerves 
that excite the stomach to increased motility and increased gas- 
tric secretion. On the recommendations of Hollander, surgeons 
have made use of this physiological test to determine whether 
all of the vagus fibers to the stomach have been divided in the 
vagotomy operation. The test may be performed as follows: In 
the morning, with the stomach empty, the gastric content is 
aspirated by nasogastric suction every 10 minutes for one-half 
an hour to establish the control gastric secretion. The samples 
of gastric juice are collected separately and titrated for free hy- 
drochloric acid with use of Tépfer’s reagent. Fifteen units of 
regular insulin are then given intravenously and aspiration of 
the gastric content continued every 10 or 15 minutes for a 90- 
minute period. If the vagus nerves to the stomach are present, 
the first one or two samples of gastric juice removed may show 
less than the normal concentration of free hydrochloric acid but 
the sample collected at 20 minutes or % hour will usually display 
an increased concentration of acid, which becomes more marked 
at 40, 50, or 60 minutes after the administration of the insulin. 
The secretory response is roughly proportional to the symp- 
toms of hypoglycemia that develop. In a patient whose vagus 
nerves have been completely divided, the concentration of acid 
in the samples of gastric juice aspirated during the hypoglyce- 
mic period does not exceed that of the control. 
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WESTERGREN SEDIMENTATION RATE TECHNIQUE 


To tHE Eprror:—Do you know the method of correction of 
sedimentation rates for anemia when done with the Wester- 
gren technique (20 cm. column of blood)? The only correction 
chart I can find is that which pertains to the Wintrobe method. 


M.D., New York. 


ANswER.—The effect of the concentration of red blood cells 
on the sedimentation rate determined by the Westergren method 
has been studied by Ham and Curtis (Medicine 17:447, 1938). 
When the specified anticoagulant, as described below, is used in 
the Westergren method, the sedimentation rate is influenced 
relatively little by changes in the concentration of red blood 
cells. If other anticoagulants such as heparin or dry oxalate mix- 
ture are used, the effect of the concentration of red blood cells is 
large, and there is no satisfactory method for correction. The 
following details are suggested for the Westergren method. The 
Westergren “tube” is a pipet filled from the bottom. It is 300 mm. 
in length and 2.5 mm. in internal diameter, is graduated from 0 
to 200 mm., and contains about 1 ml. The anticoagulant is an 
aqueous solution of 3.8 gm. of sodium citrate per 100 ml.; 0.2 
ml. of the anticoagulant is added for every 0.8 ml. of whole 
blood, making a final concentration of 760 mg. of sodium citrate 
per 10 ml. of mixture and a dilution of 20% of the blood with an 
aqueous solution. The citrated blood is mixed and drawn up 
into the Westergren tube, which is then placed vertically in a 
stand, of special construction, that closes the bottom of the pipet 
by a rubber stopper and holds the tube firmly against the stopper 
by means of a spring. The depth of settling of the top of the red- 
blood-cell column is measured at the end of one hour. The 
author reports that the rormal range for men is 1 to 3 mm. and 
for women, + to 7 mm. in one hour. 


MALINGERINC DURING AUDIOMETRY 


To tHeE.Eprror:—Whvt procedure is recommended for the de- 
tection of malingering when one is testing a patient for acuity 
of hearing with an electric audiometer? —__D., California. 


ANSWER.—The Lombard test, for total bilateral deafness, is a 
loudness-balance type of test, and the method of testing is 
generally to have the patient read out loud continuously while you 
increase the intensity of the sound. It will be noted that, depend- 
ing on whether you are lowering or raising the intensity of the 
sound, the patient’s voice will increase or decrease in volume. 
This can be done either as a unilateral or as a bilateral test. It is 
reliable, and the patient cannot feign this. 

The repeated threshold test consists of retesting the patient at 
frequent intervals, that is at different times. It is difficult for the 
patient to remember from time to time at what frequency he 
was unable to hear, and in that way differences in decibel loss 
will vary, and one will be able \.> scertain the malingering. 

The swinging tone and voice test uses pure tones, instead of 
the masking apparatus, and is sisailar to the loudness-balance 
test. 


TOXICITY OF PENTACHLOROPHENOL FUMES 


To tHe Eprror:—An 80-year-old man wv ith inactive, mod- 
erately advanced pulmonary tuberculosis has been painting 
his boat in a partially closed room with a liquid wood pre- 
server, the base of which is pentachlorophenol. After a few 
hours he observed that his cough had completely abated; 


he remained free from cough for a number of days, after 


which time the cough gradually returned to its former in- 
tensity. Despite the caution on the label, he deliberately 
inhaled further fumes of this phenol preparation and again ex- 
perienced an abatement of his cough. What is the toxic effect 
of continuous inhalation of fumes containing pentachloro- 
phenol, particularly on the kidneys and liver? 


R. S. Anderson, M.D., Erie, Pa. 


ANswER.—It is not remarkable that pentachlorophenol ap- 
pears to exert mild anesthetic properties, since many phenolic 
bodies do. The use described in the query may not be con- 
doned at the present time. This substance is a known irritant 
for skin and mucous membranes and is believed to possess 
active allergenic properties. A 1% solution may provoke an 
acute dermatitis. When mildly heated, the vapors produce a 
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pungent and irritating odor. Exposure to solutions is believed 
to be followed by skin absorption, while only scant experience 
with reference to inhalational effects has developed. It may be 
believed that, apart from local damage, the eventual severe 
damage may be to the circulatory system, liver, and kidneys. 
It is not known that any substance chemically related to 
pentachlorophenol is safe for use as a pulmonary sedative. 


AUTHENTICATION OF VACCINATION CERTIFICATES 


To THE Eprror:—When there is no public health official 
available in the area, who is authorized to authenticate an 
international certificate of vaccination? Why is this second 
certification by a public health official necessary? 

M.D.., Illinois. 


ANsSWER.—In addition to any local health officer, the cer- 
tificate may be authenticated by a state health officer or an 
officer of the Public Health Service. The prospective traveler 
need not appear in person but may mail the certificate enclos- 
ing a self-addressed envelope. Health officers who do not have 
an official stamp to authenticate international vaccination 
certificates are requested to have a stamp made that includes 
the term “health officer” and the name and address of the 
health department. This stamp is required to attest to the sig- 
nature of the immunizing physician, or physicians, affixed on 
the smallpox and cholera vaccination certificates entered in 
the “International Certificates of Vaccination” form. No cer- 
tificate is valid without the stamp of a “health department.” 
Public Health Service officers and medical officers of the 
Department of Defense will continue to use the seal of their 
respective service to authenticate these certificates. 

Health officers of local and state health departments are 
required to authenticate smallpox and cholera vaccination 
certificates for the purpose of determining that the vaccinator 
is a practicing physician in the area, thereby reducing the 
possibility of certificates being issued by unauthorized persons. 
Health officers may also authenticate certificates issued by 
physicians in other sections of the United States if there is a 
means of checking the vaccinator’s name, such as through 
reference to the American Medical Directory. Certificates issued 
_ at facilities of the Public Health Service, the Department of 
Defense, and designated yellow fever vaccination centers 
carry the stamp or seal approved for their use. 


PHLEBITIS AFTER SKIING 


To THE Eprror:—A patient came down with acute iliofemoral 
thrombophlebitis after strenuous skiing. It has occurred to me 
that this may not be an uncommon complication among all 
skiers, with or without fractures. Are there statistics avail- 
able of phlebitis among skiers, either in the calf or in the 


thigh? Jesse Appel, M.D., Kew Gardens, N.Y. 


ANSWER.—A review of the literature and inquiries addressed 
to several other vascular surgeons as well as to numerous doc- 
tors who attend New England ski areas reveal no cases of deep 
phlebitis secondary to skiing. This may be due to the fact that 
this sport attracts healthy young participants. However, phle- 
bitis could be caused by skiing either directly from trauma, 
such as fractures or muscle contusions, or indirectly from effort. 
The crouched skiing positions, causing angulation of the deep 
veins at the knee and groin in association with violent muscle 
contractions, could produce a tear of a valve with resultant 
thrombosis. Such phlebitis must be more common than is real- 
ized, and physicians may not be reporting their cases. To 
clarify this situation, would any physician who has observed 
or treated such cases kindly send a brief report to John J. 
Byrne, M.D., Director, Third (B. U.) Surgical Service, Boston 
City Hospital, 818 Harrison Ave., Boston 18. 


TESTING FOR GLYCOSURIA 
To tHe Eprror:—What is the present acceptability of the Eli 
Lilly product Tes-Tape as a definitive test for glycosuria? 
M.D., Arizona. 


ANSWER.—To all intents and purposes, the product referred to 
gives a positive reaction only in the presence of glucose. It is 
highly satisfactory for determining the presence or absence of 
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glycosuria and hence would seem to be ideal for screening pur- 
poses. However, it is considerably more sensitive than the com- 
monly used copper reduction methods, and it has yet to be 
determined whether its use on a large scale will lead to an undue 
proportion of false-positive reactions. Possibly a minor source of 
confusion to diabetic patients is the fact that with this method a 
negative test is yellow (the original color of the paper) and a 
strongly positive test a dark blue or blue green, while with the 
copper reduction methods a blue color is negative and a yellow 
strongly positive. The necessity for accurate timing and the diffi- 
culty of distinguishing between different grades of glycosuria by 
the paper method are considered by some to be disadvantages, 
but these may well be offset by its great convenience. 


INTRAVENOUSLY GIVEN AMINO ACID AND FAT 

SOLUTIONS 

To THE Eprror:—What is the value of intravenously given amino 
acid solutions? Is this form of amino acid metabolized to 
protein in the body? Is the difficulty in the production 
of solutions of fat for intravenous fusion due to the fact that 
proper emulsions cannot be obtained, and have ultrasonics 
been employed? M.D., Ohio. 


ANSWER.—The intravenous administration of amino acids is 
important when the protein requirements of the body cannot 
be met by oral feeding. When bodily requirements are not 
supplied, the organism is forced to live on its own tissues. 
Amino acids for parenteral administration, available commer- 
cially as hydrolysates or mixtures of pure amino acids, can be 
effectively utilized in repairing or building tissue if the caloric 
requirements of the body are supplied concomitantly. The main 
difficulty in providing fat emulsions for parenteral use is the 
fact that the emulsions are likely to develop pyrogenic 
properties. Ultrasonics have been employed, but they are not 
effective in improving the stability of the emulsion. 


TOXICITY OF INSECTICIDES 


To tHE Eprror:—A patient held a dog while her husband 
sprayed it with insecticide. She inhaled some of the insecti- 
cide and shortly afterwards developed headache and symp- 
toms suggestive of an acute brain syndrome. In spite of 
therapy she became comatose and died within 24 hours. 
Postmortem examination revealed no cause of death. The 
ingredients contained in the insecticide were as follows: 
pyrethrins, 0.51%; piperonyl butoxide, 0.512%; rotenone 
0.256%; and other cube extractives, 0.472%. Is it possible 
that inhalation of any of these ingredients could be fatal? 
What are the antidotes? M.D., Florida. 


ANSWER.—The ingredients in this insecticidal mixture are 
plant products, with the exception of the synergist, piperony] 
butoxide. Botanical insecticides of the types described are 
capable of producing a fatal hypersensitivity reaction, but 
the occurrence of such a reaction is rare. The synthetic 
synergist has a low order of toxicity. There are no antidotes 
for untoward reactions to the above chemicals, and treatment, 
when required, is symptomatic and supportive. 


CHOREA GRAVIDARUM 


To THE Eprror:—Please discuss the relation between pregnancy 
and hereditary chronic progressive chorea with mental deterio- 
ration (Huntington's chorea). I have a patient who had chorea 
(St. Vitus dance) and was told that the chorea was likely to 
recur with pregnancy. 


Robert J. Dickinson, M.D., Ridgway, Pa. 


Answer.—Greenhill (Obstetrics, ed. 11, Philadelphia, W. B. 
Saunders Co., 1955) says: “Chorea gravidarum occurs in about 
one of every 3000 pregnancies and may recur in the same patient 
in subsequent pregnancies. It is closely associated with rheumatic 
infection. Its onset may be abrupt and severe, accompanied by a 
toxic-delirious psychosis. Of the 951 cases collected by Willson 
and Preece, more than 50 per cent of the women gave a history of 
having had chorea previously; however, there is no great danger 
of a recurrence during pregnancy in women who had the disease 
in childhood. Most authorities believe that interruption of preg- 
nancy cures chorea; hence, they advocate therapeutic abortion if 
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the patient’s condition becomes worse in spite of conservative 
therapy. I believe that it is rarely necessary to interrupt preg- 
nancy for chorea. The treatment of chorea during pregnancy is 
the same as in the nonpregnant state. Local anesthesia should be 
used for delivery whenever possible.” 


INTERVAL BETWEEN DPT IMMUNIZATIONS 


To THe Eprror:—Often through oversight DPT (diphtheria and 
tetanus toxoids and pertussis vaccine combined) immuniza- 
tion is not completed on the recommended four-to-six-week 
interval schedule. Is any one of the following patterns effec- 
tive in producing immunity: (1) Long interval (6 to 12 
months) between first and second injections with proper in- 
terval for the third; (2) proper interval between first and sec- 
ond injections and a long interval (6 to 12 months) between 
second and third; and (3) both intervals extended 6 to 12 


months? Lawrence H. Lief, M.D., Jamesburg, N. J. 


AnsweR.—The generally accepted schedule of three doses of 
DPT injected at intervals of four to six weeks is designed to give 
the maximum amount of protection in the minimum amount of 
time. Equally high levels of immunity ultimately will be 
achieved after injection of DPT at greater intervals, such as 
those suggested in the three patterns described by the inquir- 
ing physician, the only difference being in the length of time 
required for the child to become immune. 


HEARING HEART-LIKE SOUNDS 

To THe Eprror:—A physician, aged 74, complains of hearing a 
chest sound without the use of a stethoscope. It resembles 
a pericardial friction-like sound or musical whistling. It is 
completely synchronous with heart action and does not seem 
to proceed from one special part of the chest. It is most dis- 
turbing while he is in bed and when he changes position. 
Examination revealed that the heart is not enlarged, fluoro- 
scopy is normal, and the only abnormal sound is a grade 2 
murmur. The blood pressure is normal. Is this sound cardiac in 
origin, or aural? Is this common? M.D., Connecticut. 


Answenr.—If the sound cannot be heard by an examiner who 
is properly trained to hear such sounds, it is altogether likely 
that the sound has its origin in the ear. It is not uncommon to find 
that a tortuous vessel impinges on some portion of the auditory 
apparatus and produces a nvise. Most commonly this is described 
as a buzzing in the ears, but not infrequently it seems to the 
patient to have its origin elsewhere. If the patient’s cardiovascular 
system is normal for his age, this phenomenon neeG cause no 
concern. In any event, there is little that may be done. 


SEQUELA OF TRANSURETHRAL PROSTATECTOMY 


To tHe Eprror:—A 70-year-old patient had a transurethral pro- 
statectomy for benign hypertrophic prostatitis seven months 
ago. Complications included severe hemorrhage three weeks 
after the operation, two light hemorrhages two weeks later, 
and purulent infection by Escherichia (Bacillus) coli, with 
several relapsing crises for three to four months. The patient 
has also had lack of ejaculation until the present time. Is this a 
result of an obstruction of the ejaculatory ducts? 


A. A. Bernardo, M.D., Philadelphia. 


ANsweEr.—It is the rule rather than the exception that patients 
who have had a transurethral prostatectomy do not have external 
ejaculation after intercourse. The lack of ejaculation is not due 
to an obstruction of the ejaculatory ducts, but to the inability of 
the fascial muscular or mechanical action of the prostate in throw- 
ing the ejaculated seminal material out through the urethra and 
the external meatus at the time of crisis. 


PLATELET COUNT FROM STAINED BLOOD SMEAR 


To tHE Eprror:—How does a technician make an estimate 
of the platelet count from the routine stained blood smear? 


W. L. Martin, M.D., Romeo, Mich. 


ANSWER.—The smear must be uniform and should be suffi- 
ciently thin so that the red blood cells can be counted as 
individual units. Use a diaphragm in the ocular or oculars, so 
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that the field of observation is relatively restricted. This can 
be readily done by inserting between the two lenses of the 
ocular a piece of opaque material with a hole in it. Count in 
a number of fields the ratio between red blood cells and 
platelets. It is sufficient for a rough estimate to count about 
200 red blood cells. Having determined this ratio, simply 
count the platelets in 10 or 20 additional fields without count- 
ing the red blood cells. With the ratio already known, and 
knowing, of course, the red blood cells, one can estimate the 
number of platelets with a good approximation. Experienced 
technicians can obtain a similar estimate by simply scanning 
a number of fields, as they observe other variations in the 
stained smear. 


URINALYSIS 


To THE Eprror:—In routine hospital procedures the urine is 
collected between 5 and 7 a. m., and its examination in the 
laboratories may be done about 10 or 11 a. m. How exact is 
the report of the erythrocyte count and the leukocyte count? 
Are the cells dissolved during this time? Is the report that 
bacteria are seen of any significance in urine that has been 
standing in a hot environment for several hours? What kind 
of preservative should be added to urine at the time of 


collection? Erwin Leonhardt, Clayton, Mo. 


ANSWER.—It would seem that the urinalysis described is car- 
ried out about as promptly as is usual in most hospitals. Prob- 
ably there is no significant loss in cells. Bacterial growth taking 
place in urine standing in a hot environment may be of signifi- 
cance if the specimen has been collected in a manner that 
avoids contamination; a catheterized specimen collected in a ster- 
ile container is a culture medium in which bacteria will multiply. 
The best preservative is refrigeration. A crystal of thymol may 
be used as a preservative. Textbooks suggest others that have 
been used, not too satisfactorily. 


HOSPITAL STAFF BYLAWS 


To THE Eprron:—Where might I find a draft of a “model” set of 
bylaws governing the medical staff of a small (25 bed) rural 


community hospital? \. B. Jarman, M.D., Hot Springs, Va. 


ANSWER.—There are no “model” bylaws, rules, and regulations 
now published and up-to-date specifically for medical staffs of 
small rural community hospitals. In addendum 5, page 309, of 
“The Medical Staff in the Hospital” by Ponton (ed. 2, Chicago, 
Physicians’ Record Company, 1953); however, “model” bylaws, 
rules, and regulations for medical staffs of hospitals of 50 beds or 
less are shown. These could be used, provided they are amended 
to conform to more recent recommendations regarding medical 
staff committees, attendance at meetings, and consultations. A 
guide to the wording of such améndments may be found in the 
“Principles for Establishing Medical Staff Bylaws, Rules and 
Regulations” published by the Joint Commission on Accredita- 
tion of Hospitals, 660 N. Rush St., Chicago 11. It should be 
emphasized that “model” bylaws should be modified to meet the 
individual hospital’s needs. 


STOMATITIS AND VAGINITIS DURING MENSTRUATION 


To tHe Eprror:—A married woman, 28 years of age, each 
month at menses develops ulcerative stomatitis and glossitis 
and acute ulcerative vaginitis, also some dermatitis. She has 
visited many doctors. She gets much relief from taking 
vitamin B, but still develops the same symptoms. Have you 
any further suggestions on diagnosis and therapy? 


Lorne W. Mason, M.D., Evanston, Ill. 


ANsweErR.—There are cases in which unusual symptoms that 
develop just before menstruation yield to the therapy generally 
administered for premenstrual tension. Therefore, in addition 
to the «sse-of vitamin B, which does give relief to this patient, 
other therapy should be added. Two popular forms of therapy 
are ammonium chloride, 0.6 gm. three times a day after meals 
for about 14 days before the expected onset of menstruation, 
with restriction of salt, or a 5-mg. tablet of testosterone pro- 
pionate for sublingual or buccal administration daily for about 
10 days before menses begin. 
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PROVED ANTICHOLINERGIC EFFICIENCY 


Pro-Banthine® Provides 


Rapid Relief in Acute Pancreatitis 


Pro-Banthine inhibits excessive vagal stimulation 


of the stomach and pancreas and reduces** 


both gastric and pancreatic secretions. 


if Sites of Action of Pro-Banthine 
With use of the Levin tube and a drug 


“such as Pro-Banthine . . . most cases 
of acute pancreatitis® will subside in a 
few hours, or at the most, in a few days.” 

Schwartz and Hinton achieved* 
dramatic relief of pain in four of six ; 
patients with acute hemorrhagic or 7 
edematous pancreatitis within twenty to 
thirty minutes after giving Pro-Banthine 
intramuscularly. A dose of 15 to 30 mg. 
may be repeated’ parenterally at inter- 
vals of six hours. 

Pro-Banthine bromide (brand of pro- 
pantheline bromide) also has proved 
highly effective in the therapy of peptic 
ulcer, hypertrophic gastritis, diverticu- 
litis, biliary dyskinesia, ileostomies and 
genitourinary spasm. G. D. Searle & Co., 
Research in the Service of Medicine. 
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il Sites of Action of Pro-Banthine. The principal site of 
we action of Pro-Banthine is on the parasympathetic system 

——~ = PELVIC NERVE where it exerts a dual action while exerting a single and 
lesser action on the sympathetic system: (1) parasympa- 
thetic effector; (2) parasympathetic ganglion; (3) sympa- 
thetic ganglion (see arrows). 
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RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THE JouRNAL do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THe JourNAL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 


A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearporn STREET, Cuicaco 10 


DERMATOMYCOSIS PEDIS 
(ATHLETE’S FOOT) 


For best results, the following 
simple routine is suggested: 


NIGHT 


Apply Desenex Ointment liber- 
ally to infected and surround- 
ing areas every night. 


DAY 


Dust feet freely every morning 
with Desenex Powder. Rub in 
gently. Shake powder into 
shoes and stockings. 


Desenex 


OINTMENT and POWDER 
ZINCUNDECATE 


SOLUTION 
UNDECYLENIC ACID 
e Potent antimycotic action 
e Soothing antipruritic effect 


Write for 
samples and literature. 


Available at all pharmacies 
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MALTBIE LABORATORIES Div. 
WALLACE & TIERNAN INC. 


25 MAINST BELLEVILLE 9 NEWJERSEY USA 


J.A.M.A., December 29, 1955 
Classified Advertisements 


Personal classified advertising rates are $7 for ads 
of 30 words or less and 25¢ each additional wor 
in regular type or $8.75 for 30 words and 30¢ each 
additional word in bold face type. There is also 
45c charge made on the first insertion of an aq 
when a box number is used and answers sent care 
of AMA. Count 4 additional words for a bhox. 
Commercial classified advertising rates are $9 for 
ads of 20 words or less and 30¢ each additiona) 
word in regular type or $11.25 for 20 words ang 
40e each additional word in bold face type. Com. 
mercial rates cover all ads of manufacturers 
dealers, agencies, ete. Box number charge same 
as personal ads. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
FORMS CLOSE 15 DAYS PRIOR TO 
DATE OF ISSUE 


Journal A.M.A., 535 N. N. Dearborn St., Chicago 10 


NOTICE 


NEW GERMAN CAMERAS--ACCESSORIES DIRECT 
agent; 1957 Exakta VX auto. diaphragm 
F2.8 Zeiss Tessar S 160 including duty; also other lenses, 
all phn «B+ for medical photography; other 1957 cam- 
eras also available; 40-50° off list; specify needs we air- 
mail reply with pricelists; ordering method simple and 
safe thru bank; 1 year guarantee thru New York office. 
Polber, Munich-2, Augustenstr.71; or 210 Riverside 
Drive, New York City. 


STRADIVARIUS VIOLIN FOR SALE—BY PHYSICIAN; 
authenticiiy certificates and historic letter by Hill of 
London, Box 2475, “eo AMA. 


ASSISTANTS WANTED 


ASSISTANT—TO A LARGE GENERAL AND SURGI- 
cal practice; 30 years established practice; growing city, 
population 25,000, thickly populated surrounding terri- 
tory; start with salary and bonus; with ultimate aim of 
becoming a partner; good hospital facilities; no real es- 
tate to buy. Dr. A. M. Roan, % Roans Clinic, Box 147), 

B 


Decatur, Alabama. 


PHYSICIANS WANTED 


THE STATE OF CONNECTICUT WANTS A PUBLIC 
health psychiatris. to direct a challenging new program 
of (1) training public health workers in good mental hy- 
giene practices, (2) counselling personnel in health pro- 
grams for mothers, children and industrial workers, (3) 
consulting with state and local official and voluntary 
health agencies, (4) coop rating with the personne] of the 
State Department of Mental Health in special studies 
for measuring effectiveness of menial health efforts; re- 
quired: U. S. citizenship, eligibility for Connecticut 
licensure, certification or eligibility for certification in 
psychiatry by American Board of I’sychiatry and Neurol- 
ogy; liberal fringe benefits. starting salary up to $12,000, 
based om qualifications. Write: Glendon A. Scoboria, 
State Personnel Director, State Office Building, Hart- 
ford, Connecticut. Cc 


OREGON SEEKS BOARD CERTIFIED OR BOARD 
eligible psychiatrists and internists—-vacancies now ex- 
ist at 3500 bed mental hospital+ approved for 2 year 
psychiatric residency; applicants must be eligible for 
Oregon licensure; salary $9300 to $11,800 depending on 
qualifications; excellent housing with full maintenance for 
staff and family is provided at cost of $85 a month. For 
details write. D. K. Brooks, MD, Superintendent, Ore- 
gon State Hospital, Salem, Oregon, 


VACANCY AVAILABLE FOR ASSISTANT PSYCHIA- 
trist—at a fully staffed service clinic in eastern Canada; 
associaied with Corneli University; supervised experience 
in community psychiatry and research is offered for 
those who have had at least 2 years psychiatric training: 
incumbent would hold university appointment and need 
not have Canadian er American specialist certification; 
salary range $7020 to $8700 according to qualifications. 
Apply giving names of 2 referees. Box 2528 C, % AMA. 


POSITION AVAILABLE FOR P** SICIAN — AS DI- 
rector of Medical Education, fu!) or part time; large 
non-governmental hospital*+ in Southern California 
coastal city, compensation open, Board qualified pre- 
ferred; age 45-55; current program encompasses 21 interns 
and residents. Address reply to: Chairman, Intern and 
Resident Committee, Box 2529 C, % AMA. 


WANTED — ASSISTANT MEDICAL DIRECTOR FOR 
Mineral Springs Sanatorium, Cannon Falls, Minnesota; 
100 bed county tuberculosis hospital with active medical, 
curgical, out-patient and investigative programs; salary 
determined by experience; furnished house and utilities 
supplied; applicant must be male graduate of approved 
medical school and eligible for Minnesota license. “ 
dress: E. V. Bridge, MD, Superintendent. 


INTERNIST OR GENERAL PRACTITIONER — FOR 
medical ward service in a 1000 bed general hospital + 
with residency program and university affiliation; must 
be citizen and licensed in any state; salary range from 
$5915 to $13,760, strictly according to applicant’s past 
experience and educational background; fringe benefits. 
Apply to: Dr. A. Tomasulo, Director, Professional Serv- 
ices, VA Center, Dayton, Ohio. c 


OBSTETRICIAN — FOR {5 MAN 
group near San Francisco; all certified but two who are 
eligible; minimum salary guarantee $1,000 per month; 
— in organization after ist year; full partner- 
ship after second year; partnership formed 1948, moved 
into own new building recently. West Coast Medical 
Counsellors, 821 Market, San Francisco 3. Cc 


OTOLARYNGOLOGIST — TO TAKE CARE OF EAR, 
nose and throat service of a well-established EENT prac- 
tice in a rapidly-growing community of 175,000, South- 
east, Virginia; all news and modern equipment. Write: 
Dr. J. W. Phillips, 301 Masonic Temple Building, ate’ 
port News, Virgin ~. 


(Continued on page 44) 


reduce 


- 


But every doctor knows 


a better way is togoona 
balanced low-calorie diet 


Patients who are overweight because they 
overeat are likely to try all sorts of ways to 
postpone the only sound method for losing 
weight—i.e., adopting a balanced low-cal- 
orie diet. And no wonder . . . many low-calo- 
rie diets are far from satisfying. 

This is where the satiety value of fat can 
be of great help. When an adequate amount 
of fat is included in the low-calorie diet, 


meals are more satisfying and hence more 
effective in helping the overweight patient 
to continue on her reducing regimen. 

In this connection, Crisco can play an im- 
portant role. This pure, all-vegetable short- 
ening is ideal for cooking. It also serves to 
make food more appetizing as well as more 
satisfying . . . and, hence, more valuable in 
fulfilling dietary requirements. 


CRISCO A PRODUCT OF PROCTER & GAMBLE 


ALL-VEGETABLE...IT’S DIGESTIBLE 
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scent and continuing 
inical 


“containing in 


biphosphate 4 
and sodium 


TONICS AND SEDATIVES 
my favorite story 


In this space will be published anec- 
dotes submitted by physicians con- 
cerning their practice or people in 
general. Contributions for “My Fa- 
vorite Story” are welcome. 


One of the reasons why you can buy an 
electric light bulb today for 22 cents that 
in 1931 would have cost 40 cents and 
would have delivered only half the present 
quantity of light is the joke old-timers in 
General Electric’s lamp division used to 
play on new engineers. 

The new engineers were assigned the 
impossible task of frosting bulbs on the 
inside. Such a bulb would diffuse more 
light with less absorption, but everyone 
knew it couldn’t be done, and each per- 
spiring neophyte forgave the snickers 
greeting his failure. 

One day, however, Marvin Pipkin was 
initiated. He not only found a way to 
frost bulbs on the inside but he also 
developed an etching acid that gave 
minute rounded pits instead of sharp de- 
pressions, thus materially strengthening 
each bulb. 

No one told him it couldn’t be done, 
and he took it so seriously that he did it. 


Bert Lahr once told Ruth Chatterton he 
wanted to play a romantic lead opposite 
her. 

“But, Bert, you have grey hair,” ob- 
served Miss Chatterton. 

“Well,” snorted the comedian, “just 
because there’s snow on the roof, don’t 
think there’s no fire inside.” 

the television age 

A Memphis, Tenn., woman who gave 
birth to her baby on the way to the hos- 
pital explained afterwards that she started 
late because she was watching a TV pro- 
gram that fascinated her. 

* 

An Indianapolis woman revealed in a 
divorce court that her husband had 
crushed two of her ribs by practicing 
wrestling holds on her he had seen on 
television shows. 

Teen-age baby sitters in New York City 
have upped their rates ten cents an hour 
for homes not equipped with TV sets. 


(Continued on page 44) 


J.A.M.A., December 29, 1956 


more effective 


than one or two 


pints of tap 
water or salt 
\ solution 


FLEET* 


ENEMA 
Disposable Unit 


“Squeeze bottle” sized 
for easy one hand ad- 
ministration . . . distine- 
tive rubber diaphragm 
controls flow, prevents 
leakage...correct length 
of rectal tube minimizes 
injury hazard . . . each 
unit contains, per 100 
c.c., 16 gm. sodium bi- 
phosphate and 6 gm. 
sodium phosphate... an 
enema solution of 
Phospho-Soda (Fleet) 

.. gentle, prompt, thor- 
ough...and less irritating 
than soap suds enemas. 


Established 1869 
Cc. B. FLEET CO., INC. 
Lynchburg, Virginia 


Makers of Phospho® Soda (Fleet) 
a@ modern laxative of choice. 


SODA Fieet) 
A modern laxative 5 
3 | 
 \ 
- BBD A proven laxative... 
; vasevidenced by 
half a century. 
FLEET CO., nc, | 
Land =F = F | 
Esfublished 1869 | 
Phospho'-Soda | 
BR -olution | 
| 


when the patient’s anxiety is complicated by depression... 


both symptoms often respond to 


(a combination of Thorazine?t and Dexedrine?) 


*Thora-Dex’ is a combination of a specific anti-anxiety agent, “Thorazine’, and 
a standard antidepressant, ‘Dexedrine’. The preparation is of unusual value in 
mental and emotional disturbances and in somatic conditions complicated by 
emotional stress—especially when depression occurs together with anxiety, 
agitation or apprehension. 

The patient treated with “Thora-Dex’ is generally both calm and alert . . . with 
normal interest, activity and capacity for work. 


Smith, Kline & French Laboratories, Philadelphia 


*‘Thora-Dex’ Tablets are available in two strengths: 
10 mg. “Thorazine’ 25 mg. “Thorazine’ 
2 mg. ‘Dexedrine’ 5 mg. ‘Dexedrine’ 
“Thora-Dex’ should be administered discriminately and, before prescribing, 
the physician should be fully conversant with the available literature. 


*Trademark +tT.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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TONICS AND SEDATIVES (Continued) 


A Long Island, N. Y., minister reports 
on hearing his son, a video western fan, 
shout: “Hands up in the name of the 
Lord.” 


An Ohio teacher played the “Star Span- 
gled Banner” and asked her class to 
identify it. 

“That’s easy,” claimed a pupil. “That’s 
what they play every Friday on TV just 
before the fights.” 


did you know that? 


This clipping appeared in a Boston news- 
paper published three-quarters of a century 
ago: 

“A man about forty-six years of age, giv- 
ing the name of Joshua Coppersmith, has 
been arrested in New York for attempting 
to extort funds from ignorant and super- 
stitious people by exhibiting a device which 
he says will convey the human voice any 
distance over metallic wires so that he will 
be heard by the listener at the other end. 

“He calls the instrument a ‘telephone’ 
which is obviously intended to imitate the 
word ‘telegraph’ and win the confidence of 
those who know the success of the latter 
instrument without understanding the prin- 
ciples on which it is based. 

“Well-informed people know that it is 
impossible to transmit the human voice 
over wires as may be done with dots and 
dashes and signals of the Morse Code, and 
that, were it possible to do so, the thing 
would be of no practical value. 

“The authorities who apprehended this 
criminal are to be congratulated, and it is 
hoped that his punishment will be prompt 
and fitting, that it may serve as an example 
to other conscienceless schemers who enrich 
themselves at the expense of their fellow 
creatures.” 


quotes of the week 


“The man who brags he runs things at 
home usually refers to the lawn mower, 
washing machine, vacuum cleaner, baby 
carriage, and errands.” 


. 
Success in marriage is much more than 


finding the right person. It’s a matter of 
being the right person.” 


£ 


“The allowances husbands give cannot 
be compared with the allowances wives 
make.” 


(Continued on page 48) 


stools naturally 


non-habit forming 


45 years’ 
clinical use 
Dose: 1 or 2 Tbs. 
daily in formula 
or milk. 
FORMS 
= Liquid and Powder. 


sKNon-diastatic barley malt extract 


neutralized with potassium’ carbonate 
Send for 


in Canada: 
CHEMO-DRUG 
COMPANY LTD., 
TORONTO 


BO HERDT Co. 


oftens hard, dry 


217 N. Wolcott Ave.,Chicago 12, Ill. 


TRANSAMINASE 


SGO-T and SGP-T 


Glutamic Oxaloacetic and 
Glutamic Pyruvic Transaminase 
according to Cabaud, Wroblewski et al., 
(Journal of Clinical Pathology, 1956) 


with 


LUMETRON Clinical 
Colorimeter Mod. 401-A 


Write for descriptive Bulletin +406 
and for detailed instructions with 
price list of reagents for Transaminase 


150 page Reference Book for 82 other 
determinations, available separately $3. 


95 Madison Avenue New York 16,.N 


J.A.M.A., December 29, 195¢ 
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YOUNG GENERAL PRACTITIONER — NEEDED ar 
once; to associate with general practitioner in New 0;. 
leans, Louisiana; ample hospital, post-graduate, cultura 
recreational facilities; $10,000 guaranteed Ist year ; ear, 
partnership; give all details Ist letter, P. O. Box jog 
New Orleans, Louisizna. 


WANTED—THREE PHYSICIANS; FOR EXPANDING 
midwest group in small city of 15,000; an internist wiy) 
interest and training in gastroenterology, a genera! prap. 
titioner and a radiologist; salary and percentage to star, 
= early admittance to partnership. Box 2521 ¢, ¢, 


GENERAL PRACTITIONER — CALIFORNIA; SMALL 
town near city; client operates own hospital; incoming 
man makes fourth member of group; guarantee $( 0) 
month plus percentage to start. Helen Buchan, Conti. 
nental Medical Bureau, Agency, 510 West Sixth, Lo 
Angeles 14. C 


PATHOLOGIST — FOR ASSOCIATION WITH Gkorp 
in Los Angeles area; Board certified or eligible. 141 x 
Prairie Ave., Inglewood, California. C 


900 North Michigan Avenue Chicago 
ANESTHESIOLOGY: (B40) To organize, dir., anes. 
roup, estab. later school of anes; 450 bed gen. 


osp. affil. med. school; fee-for-service; E 
ASSISTANTS: (C22) By chief surg., 5 man group; pref, 
one with yr or 2 surg. training; coll. town, 125,000, 
Texas. (C23) Young GP to assist Board surg; So. 


Calif. 
DERMATOLOGY: (D59) Ass’n with Board derm; univ. 


city, So. 
GENERAL PRACTICE: (F13) Ass’n, Board surg., 2 
Board internists; pref. GP with leaning toward surg. 
ob., or med; partner oppor; Conn. (F14) Ass'n, 3-man 
roup; So. Calif; sai. plus %; should earn well over 
20,000 yr. After Ist 6 months. (F15) Ass’n, 10 man 
group estab. 17 yrs; coll. town, 35,000, near 2 univ. 
med. centers; So; Ist yr., $12,000; 2d, %; after 5th., 
full. partner. (F16) Ass’n, 18 man group estab, as 
partnership '48; Ist yr. $12,000; 2d, $15,000; Chicago 


area. 

INDUSTRIAL MEDICINE: (G30) Ass’n, 3 man med. 
dept, Ige co; pref. GP with 2 or 3 yrs pract. exp or 
internist; near NYC. (G31) Plant phy., pref. with 
flight surg. or flight physiology exp; division plant, 
24,000; univ. city, SW. (G32) Ass'n, one of country's 
leading clinics, long estab; staff of distinguished 
specialists; Calif. 

INSURANCE MEDICINE: (X52) Two ass’t directors; E. 


Chicago. 

INTERNAL MEDICINE: (H50) Two internists, one qual. 
gastroenterology, other geriatrics; ass’n 2 surgeons 
now concentrating on gen. diagnosis, treatment, minor 
surg; town, 20,000, surrounded by excel. farming 
areas, SW; Ist yr, $12,000; 2d, should net $25,000 
(H51) Group ass’n; $1250 mo. Ist yr; plus $3000 
equity in clinic; month’s vacation yearly; Alaska 
(H52) Ass’n, small group & hosp; res. town, Calif; 
$1500 month. (H53) Ass’n, 8 man group; attrac. res 
town, near med. school city, E; Ist yr, $12,000; 
should net min. $25,000, 2d. (H54) Young M.D. int. 
combining clinical & investigative activities; Calif 

NEUROSURGERY: (127) Int. research as well as *lini- 
cal neurosurgery, one of country’s leading clinics; 
new 800 bed g*". hosp; tch’g prog. 

OALR: (E74) Ote; ass’n, head dept, ALR, 18 man group; 
univ. med. center, Pac. NW; partnership after yr 
(E75) Two Board eye men; foreign operations, im- 
portant co; substantial sal., tax free; 2-yr contracts; 
renewable. (E76) Oph. head dept, 20 man _ group: 
Ige city, 2 med. schools, E; partner after yr. 

OBSTETRICS-GYNECOLOGY: ( Head dept, 
Staffed by men long estab., coll. town, So. 
partner. (J8) Ass'n, Board ob-gyn; Dipl; town 30,00 
short disiances severa! Ige cities, N. (J9) Head dept, 
12-man group esiab. '22; coll. town serving as med. 


center, Ige area, No; $15,000. 
ORTHOPEDICS: (K55) Ass’n, {5-man group; univ 
town, MW; $18,000-$20,000; oppor. succeeding chief 


upon retirement. (K56) Head dept, 14-man group, 
Diplomates or near cert; new clinic bldg; oppor. 
partner after 2 yrs; So. Calif. (K57) Head dept, 24- 
man group; univ. city, 2 med. schools; E. 
PATHOLOGY: (L85) Dir. dept, 170 bed gen. hosp. serv- 
ing community 42,000; staff of 6 techs; $30,000 re- 
search grant; fee-for-service, salary or % providing 
income $35,000; Penn. (L86) Dir. dept, 525 bed 
(adult) hosp; recently increased from 300; new !ab; 
teh’g center; % which should range $25,000-$35,000; 
min. guarantee $25,000; univ, city, So. 
PEDIATRICS: (M70) Head dept, 6 man group; nearest 
ped., 40 miles; practice draws from several counties; 
small town near univ. med. center, So. (M71) Ass'n, 
12 man group; expansion prog; coll. town, Calif; min. 
$1000; increase after 6 months; full partner after 2 


yrs. 

PHARMACEUTICAL INDUSTRY: (N4) Med. dir; newly 
created dept, major pharm. co; ped., anes. or sure. 
exp. fluid therapy might be int; MW. 

P & N: (P42) Head, newly created dept, 32 man group; 
pract. drawn trom radius 200 miles; coll. town, 
125,000, on Lake Superior. (P43) Ass’n, P&N grouD: 
univ, town, facilities < med. schools; partner oppor. 

PUBLIC HEALTH: (Q24) Chief dept, univ. city, 2 med. 


schools, E; $14,000. 
RADIOLOGY: (R73) Head. newly estab. dept, 12 man 
group; coll. town, 90,000, Calif. (R74) Ass'n, 2 


board men (rad); hosp., priv. pract; Ist yr, $18,000. 

SURGERY: (U29) Gen. surg., Dipl. or elig; training 
thoracic surg. desirable; group ass’n, Fis. (U30) 
Plastic surg. qual. develop, head prog., new med. 
school. (U2!) Thoracic surg; Ige Tbh hosp; $9000, 
complete family mtce; SW. 

STUDENT HEALTH: (175) Ass’t dir., univ., 8000 stu- 
dents; So; min. $9000. 

UROLOGY: (W62) Head dept, 6 man group; Mich. 

Please send for our Analysis Form. Kindly note our change 
of address to 900 N. Michigan Avenue, Chicago. 


Burneice Larson oirector 


(Continued on page 46) 


BABIES... 
Medical 
| 
| 


Vol. 162, No. 18 5 


A true “tranquilizer” and a potent antiemetic 
Clinically proved, before introduction, in over 12,000 patients 
Minimal side effects 


Smith, Kline & French Laboratories, Philadelphia 
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HOURS BY APPOINTMENT 


“Mrs. Jones insisted on coming in today! And after 

I've _ practic revised the entire book she calls 

at the last m and cancels her appointment. “I'm going to change doctors! I cannot tolerate a man 
who makes me follow his directions implicitly!” 
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(Continued from page 44) 


GENERAL PRACTITIONER — INTERESTED IN_IN- 
ternal medicine; to become associated with established 
general practitioner-surgeon; salary $1000 per month 
leading to quick partnership; Los Angeles area, Box 
2523 C, % AMA. 

PHYSICIAN—LICENSED; FOR FINE BOYS CAMP IN 
Maine, July-August. Reply: J. H. Lawrence, 119 West 
57th Street, New York 19, New York. 


OUR 60TH YEAR 


FORMERLY AZNOE'S 


N.WABASH AVE. 
*®ANN WOODWARD Directo. 


ANESTHESIOLOGY: (b) Hd dept, new 300 bd hosp; fee 
basis; SE. (¢) Hd dept; 250 bds; $36,000; choose & 
pay own assoc; MW. 

ASSISTANTS: (f) Surg ass’t; 30 man | 1-2-3 yrs; 
$9,000; surg trng not nec; MW. (g) By GP, estab’d 
10 years town, 35,000; Virginias. 

DERMATOLOGY: (e) Dir dept, 14 men; cl estab '39; nr 
univ med entr; MW. (f) Hd dept, Ige grp; $12,000; 
area, Caiif. 

GENERAL Assoc wk. 8 man Y. grp, 
est’d 6 yrs; twn 10,000; $900 mo, bonus poss. dep on 
assoc’s income & ultimate prtnrshp interest in grp. 
(h) Assn w/FICS; duties gen’l, indus, int med; $12,- 
000 plus %; Chgo suburb, (i) Assn new midwest grp, 
rapidly expanding; oppor $15-20,000. (k) Assn w/yn 
St. Louis univ grad; $800 mo increasing to 40% o 
net sev yrs; Ohio. (1) Yng GP; assn 8 man cl; shid 
net $12,000 Ist yr; oppor prtnr; twn 55,000; W. 


INDUSTRIAL MEDICINE: (w) Outstand’g new med facil | 


Ige co; may regulate ow. pract; reg hrs; Pittsburg. (x) 
Acting med dir; rapid advancement; Ige co; city on 
Gulf; Fla. (z) Expd flight surgeon; to $10,800; W. 

INTERNAL MEDICINE: (g) Assn w/Dipl, Med, ped & 
Obgyn; $12,000 Ist yr; prtnr, 3rd yr, worth $20-24,- 
000; coll twn, SW. (h) assn 
w/4 men; independent grp pract; finan assistance until 
estab’d; San Antonio, (*) Assn 10 man grp, expnd'g; 
new cl bldg under construct’n; affil, 2 JCAH hosp; 
guar sal, then prtnr; W. (k) Assn w/grp; 2 surg, | GP, 
| OB; serv’g 2 sm hosps; $12,000; No. Central. (1) 
Pref w/some trng in isotopes; assn 13 man grp; coll 
twn 75,000; MW. (m) Assn w/yng Temple univ grad; 
pract limited int med; own fees; $12-20,000; area, 50, - 
000 pop; vic eae 

NEUROSURGERY: (n) Hd dept, {7 Dipls; est '16; new 
post; best cl & hosp facil; M.W. 

OALR: (q) Oph; assn w/ Dips, AAOO; any finan arrngmts; 
Bay area, Calif. (r) Oph; assn 2 bd oph; mod oph cl; 
coll twn 50,000; MW. (s) Oto; assn 3 bd otos; inde- 
pendent grp pract; guar $15,000; tremendous potential; 
MW. (t) Oto; hd dept; $20-25 oppor; Texas. (u) 
Oto; assn w/Bd oto, FACS, AAOO; busy pract; $24,- 
000; PacNW. 

OB-GYN: (q) Assn 12 man grp; $15,000; then prtnr; West 
Va. (r) Prtnrshp w/OB-GYN; %; Fla lie req'd. (s) 
Assn 5 man grp; new cl; $15-18,000; oppor prtnr; SW. 
(t) Hd dept; grp 6 Dipis; $12,000 Ist yr; then prtnr 
worth approx $20,000; MW. (u) Qual hd dept; 6 man 
orp; twn 30,000 on Lake Mich. (v) Assn grp 30; E. 

ORTHOPEDICS: (0) Hd dept; new post, cl grp; indus wk 
increasing in vol; ige univ city; SW. (p) Assoc 
w/Ortho, dir of fract, serv, Ige charity hosp & chil- 
dren’s hosp; Ige priv pract; oppor tchg; $12,000 then 
prtnr; MW. (aq) Dir dept; new clinic servng indus 

p; $17-20,000; annual increases to $25,000; S. (r) 

ssn w/Dipl, FACS; busy pract, includ’g acute trau- 
ma; $1000 mo, 6 mos, then prtnr; So. Calif. (s) Yng 
ortho for Traumatic surg; $12,000, then prtnr; MW. 

PATHOLOGY: (t) For 130 bd hosp; arrngmts open; Pac 
NW. (u) Hd dept, Dipl; nr NYC. (v) Dir dept, gen 
hosp medium size; oppor $30-40,000; E. (w) Asst; new 
post; 500 bd hosp; new lab; 35 on staff; afl w/univ; 
Ohio. (x) Dir dept oppor $30-40,000; So. 

PEDIATRICS: (a) Assn 10 man grp; affil 2 JCAH hosp; 
sal, then prtar; W. (b) Assn w, Dipl; oppor prtnr; New 
England. (ec) Assn w/Dipl, AAP, on med schi faculty; 
prtnrshp; Chgo suburb. (d) Prntrshp 13 Dipis closed 
staff 200 bd hosp; MW. (e) Hd dept, long est 5 man 
orp; new post; $15,000; prtmr 2 yrs; coll twn, 15,000; 
Wash State. (f) Hd dept; 10 man grp; 20 newborns, 
mo; no Dipl or elig ped in county; 45 mi. to Chgo. (g) 
Assn w/Bd surg & Bd elig Obgyn; very busy pract, 
vic Memphis Tenn; oppor tehg; % plus guar or sal; 
later prtnrshp. 

P & N: (a) Psy; assn, 65 Dipls, own hosp; univ city; So. 
(b) Psy; hd dept, 26 men, Dipis or nr elig; W. (ce) 
Psy; new med psy unit; many el MDs Mayo trand; 
MW. (d) Neurol; to succeed chief; 50 man grp; own 

osp* E. (e) Neurol; dir dept, 20 man grp, 
MW. (f) NP; Assn w/!3 Dipls, twn 60,000; E. 

PUBLIC HEALTH: (a) County phy w/PH deg; if qual, 
may also serve as admin; Ige hosp; substantial; Calif. 
(b) Med dir; combined ecity-county health prog; req’s 
PH deg; city 200,000; MW. (¢) County hith commis- 
sioner; US citizen, unaer 50 w/MSPH & Dipl, Prv 


Med; Mid E. 

RADIOLOGY: (u) One exp super voltage &, if poss, beta- 
tron; rad therapy exclusively; assn Dipl; ACR; Cen- 
tral. (v) Assn 12 man grp; 150 bd, JCAH; $20,000, 
then prtar, SE. (x) Dir dept; $30,000 guar; % basis; 
So. (y) Assn 2 Dipl Rads; ofe & 2 hosps; $18,000; % 
2nd; oppor isotope wk; So. Mich. 

SURGERY: (u) Traumatic; care of 120 smi plants; $12,- 
000, then prtnr; Mich. (wv) Dipl; pref elig thoracic 
surg; Dipis; Fla lie req'd. (w) Assn, excel 
hosp orp; $18,000; E. (x) To “o surg for GP & sens: 
sal 6 mo. then prtnr; gross grp annually over $90, ; 
Central. (y) Capable thoracic; 13 Dipis; MW. 

UROLOGY: (s) Hd dept, small grp; no urol within 100 mi; 
minimum $12,000 & 50% collection Ist yr; 2nd equal 
prtnr; MW. (t) Dipl; assn w/assoc prof, urol; oppor 
assum’g pract; suburb of Chgo; sal, %, bonus. 

PLEASE SEND FOR AN ANALYSIS FORM SO WE 

MAY PREPARE AN INDIVIDUAL SURVEY FOxn YOU 

We offer you our best endeavors—our integrity—our 60 
year record of effective placement achievement 

STRICTLY CONFIDENTIAL 


PATHOLOGIST—BOARD CERTIFIED OR ELIGIBLE; 
assist director of laboratories, 400 bed teaching hospital, 
mid-western metropolis; duties divided anatomic and 
clinical pathology; salary dependent on qualifications. 
Box 2533 C, % AMA. 


NEEDED—PEDIATRICIAN; WILLING TO DO SOME 
general practice; $13,000 a year plus unfurnished apart- 
ment; also, registered laboratory technician, salary $400 
per month. Apply: R. J. Archambault, Nankin Hospital, 
Wayne, Michigan, c 


ORTHOPEDIST — CALIFORNIA; 4 DOCTOR GROUP 
needs orthopedist; must be willing include some lighter 
industrial work; start on salary leading to partnership. 
Helen Buchan Continental Medical Bureau, Agency, 510 
West Sixth, Los Angeles 14. Cc 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice, teaching 
research, public health, or industrial medicine; National 
and International services. Our 60th Year. Woodward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. C 


INTERNIST—EXPANDING 9 MAN GROUP IN PRO- 
gressive community in central Iowa needs qualified in- 
ternist; we offer excellent schools, 2,200 bed modern 
hospitals, and new clinic building plus opportunity for 
early partnership, Box 2504 C, % AMA. 


OBSTETRICIAN-GYNECOLOGIST — WASHINGTON 
State licensed or eligible; join long-established man who 
will shortly retire. Helen Buchan, Continental Medical 
Bureau, Agency, 510 West Sixth St., Los Angeles 14. C 


j.A.M.A., December 29, 


FIVE MAN GROUP—INCLUDING CERTIFIED SuRg. 
eon and certified internis. desires general practitione,. 
southeastern city serving 20,000; new cline building: 
eventual partnership; eba'tiful country; ideal climate 
Box 2506 C, % AMA. 


RESIDENTS OR HOUSE PHYSICIANS—TWO; PENN. 
sylvania state license or equivalent; beginning aboy: 
July 1957 in 222 bed general hospital fully approve by 
Joint Commission; salary open. Mercy Hospital, Johns. 
town, Pennsylvania. c 


INTERNIST NEEDED—FOR 50 MAN GROUP FOUND. 
ed 1920; medical school affiliations; Diplomates in aj 
ro ~ this year; high. 

recommen ; Pacific. west. West Coast 
ounsellors, 821 Market, San Francisco 3° a 


SURGEON — GM&S VETERANS ADMINISTRATION 
Hospital, Iron Mountain, Michigan; surgical service sup. 
ervised by Board certified physician; outstanding consult- 
ants regularly in attendance; 269 bed hospital; excellent 
faciiities, Contact: J. I, Fitzsimmons, MD, Manager. ¢ 


GENERAL PRACTITIONER — CALIFORNIA; PROS. 
erous and desirable coastal town; established doctor of. 
ers guarantee while asseciata established practice, Hel. 
en Buchan, Continental Medical Bureau, Agency, 510 
West Sixth, Los Angele« 14. c 


INTERNIST — MIDWESTERN CITY 120,000, WitH 
faculty opportunity; de- 
sire Board qualified internist to practice independ 
Box 2518 C, % AMA. 


Money mafnot 
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GENERAL PRACTITIONERS — URGENTLY NEEDED 
idaho, Montana, Cclifornia, Washington, Crease, Neva- 
da, Colorade and other States our area. Helen Buchan, 
Continental Medical Bureau, Agency, 510 West Sixth, 
Los Angeles 14. Cc 


PEDIATRICIAN WANTED—MALE OR AGE | 


and religion not important; upper midwes' 


SMALL MIDWEST GROUP — NEEDS GENERALIST; 


Bon 2516 


. WANTED—-PHYSICIAN; BOARD ELIGIBLE OR WITH opportunity for practice in pleasant community with ex- 
\- Boards in gastroenterology to become full time assist- cellent schools and hospitals plus liberal salary and 
ut ant professor in a California medical school; teaching and early partnership. Box 2505 C, % AMA. 
by research facilities in county hospital. Box 2501 ¢, % a 
tor clinic n exas; ophthalmologist preferable; 
WANTED — PEDIATRICIAN; TO ASSOCIATE WITH doc 
). rapidly growing specialty group in northern New Mex- oe nae desirable, not necessary. Box a4 
ull ico; ram for 6 months and then full partnership. Box 
for ‘private surgical practice; to work in operating room stitutlonal 
N and office, full time; $12,000. Box 2514 C, % AMA, — a 
re pital, location west Texas; $450 per month salary, 
r: MEDICAL PLACEMENT =. be must be eligible for Texas license. 
Sox 2517 C, % AMA. 
q Peachtree Pi N. W. 
3 tlanta eorgia people: eligible for Connecticut medical license and have 
. : 9 degree in public health, Write to: Dr. Louis Loffredo 
C We serve the South. 77 Crescent St., Middletown, Connecticut. c 
7 Write us for information about openings. INDUSTRIAL PHYSICIAN—COAST NEAR LOS ANGE- 
St t R. Robert Di veer 9 offers regular hours but is a busy office; start 
7 (Mrs. Stewart R. Roberts, Director | 000. Helen Buchan, Continental Medical Bureau, 5/0 
. West Sixth, Los Angeles 14. 


afnot be the root of all evil 


but OVERWEIGHT—from — =REATING-—stems substantially 
from today’s higher incomes. 


Prescribe BIPHETAMINE and be certain of: 


PREDICTABLE WEIGHT LOSS. Freed and others !.2.3 
report dependable appetite suppression and striking 
e weight loss with one Biphetamine capsule daily. 


PRE-DETERMINED APPETITE CURBING action 
because of ‘Strasionic’ —sustained ionic—release. 
‘... 90% of the patients reported satisfactory or excellent 
effects (curbing of appetite for 10 to 14 hours).’’! 


PATIENT APPRECIATION, “High enthusiasm (observed by) 
investigators . . . In addition to the excellent effect of the 
Biphetamine, this single dosage form was more convenient."’! 


Rx Biphetamine 12% mg. or Biphetamine 20 mg. capsules containing a mixture 
of equal parts of amphetamine and dextro amphetamine in the form of a resin complex. 


REFERENCES: 1. Freed, S. Charles; Keating, J. W.; Hays, E. E.— 
Annals of Internal Medicine 44, 1136 (June 1956) 


2. Freed, S. Charles—GP VII, 63 (1953) 


3. Freed, S. Charles and Mizel, M.—Annals of Internal 
Medicine 36, 1492 (1952) 


BIPHETAMINE’ 


For Literature and Samples, write R. J. Strasenburgh Co., Rochester, N.Y., U.S.A. 
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GENERAL PRACTITIONER 


Separty. 


Patricia Edgerly has been successfully placing physicians 
and medical personnel in happy situations 


THE NEW YORK MEDICAL EXCHANGE 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Selection Since 1926 


EXCELLENT LOCATION, SOUTHEAST-—FOR QUALI- 
fied man in dermatology or allergy; can establish own 
practice in well-equipped office, estimated minimum $15,- 
000, Box 2510 C, % AMA. 


MEDICAL DIRECTOR — CALIFORNIA LICENSED; 
certified internal medicine or preventive medicine; start 
$15,000. Helen Buchan, Continental Medical Bureau, 
Agency, 510 West Sixth, Los Angeles 4. c 


| PHILADELPHIA, PENNSYLVANIA—PSYCHIATRISTS 
needed for new mental health program as part of the 
State of Pennsylvania Commonwealth Mental Health 
Center; qualifications: Board or Board eligible for psy- 
chiatrists; for clinical director, Board and 1 year admin- 
istrative experience; eligibilty for licensure in Pennsy! 
vania required; salary ranges for psychiatrists from 
$11,000 to $14,000, clinical director from $13,000 te 
$16,000; all employment benefits including retirement, 
hospitalization, 3 weeks paid vacation, and 13 legal 
holidays; opportunities for research and development of 
special interests; this is an unusual oppertunity to be 
come associated with one of the forward-looking mental 
health programs in the country, operating in a populous 
cultural center and metropolitan area. Write: Abraham 
L. Waldman, MD, Director, Reception Center, Philadel 
phia General Hospital, 34th Street and Curie Avenue 
Philadelphia 4, Pennsylvania, c 


MEDICAL OFFICER—GLENN DALE HOSPITAL, THE 
tubercuiosis hospital for the District of Columbia; salary 
$9000 to $10,300 per annum depending on qualifications; 
sick leave, annual leave and retirement benefits; satis- 
factory completion of 1 year vf approved residency in 
pulmonary diseases or internal medicine, or comparable 
experience required; must be eligible for licensure in 
District of Columbia; outpatient clinic service connected 
with hospital, Address inquiries to: Medical Director, 
Glenn Dale Hospital, Glenn Dale, Maryland. c 


FOR STAFF OF GROUP 
practice clinic; serving membership of over 20,000, in 
Washington, D. C.; Gepartment heads and many other 
staff members have American Boards; prefer man with 
2 years general internship and graduate of grade A 
medical school; annual saiary open; 1 month vacation; 
study leave; sick leave; comprehensive retirement plan 
Write to: Medical Director, Group Health Assoc., Inc., 
1025 Vermont Ave., N.W., Washington 5, D. C. c 


NEW MEX!CO — ASSOCIATE GENERAL PRACTICE 
with obstetrics-gynecology Board eligible man; oppor- 
tunity for future establishment small clinic; salary start; 
percentage; beautiful year-round, sunny, dry, warm 
southwest city, 5000 feet elevation. Ray C. Bitterlich, 
MD, 142 Truman Avenue, Albuquerque, New Mexico. C 


INTERNISTS: 


PATHOLOGY: 


PEDIATRICS: 


$12,000 
PHYSIATRIST: be 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 


Service of Distinction since 1914 
GENERAL PRACTICE: (a) Calif; city of 66,000; 
with well-estab. G.P. diversified prac; $12,060. ws) 
Calif; 8 man grp. near S.F. (c) Fla, well estab. med. 
p; excel opp. license req. (d) 6 man grp. near Wash., 
C.; good sal. start; ptnship | yr. (e) Assoc; genl. & 
surg. prac; NW; start; ptnship | yr. (f) Assoc; sub. of 
Chge. large prac. excel pp. ptnship. (g) MW; well- 
known erp; own med. bidg. new; $12,000 ist year, $15, - 
000 2nd. then ptnship. (h) MW; assoc. well-estab. 
. in city 90,000. $12,000. (i) S; Asst. large geni. 
. minor surg. no 0.8. $12,000. (j) Assoc. MW; 
e surg. & O.B. City of 200,000. $10,000 min. to 
. (k) NW; assoc. large prac. mining town of 6000 
in resort area. $12,000 start inc. every 3 mo. ptnship | 
. (1) MW. Small erp. Own 35 bed hosp. City 25,000. 
12,000. (m) Med. dir genet | inst; minor surg; $14,000 
a us priv. prac. town of 30,000 


HOUSE PHYSICIANS: (a) E; 50 bed hosp; $4200 plus 2 
room apt. (b) E. 65 bed approved hesp.; $5000 full 
maint. incl. furnished house. 


INSURANCE: (a) Medical consultant on all general health 
facilities. $10,000 plus. (b) peeen. Supervise active 
employes health program. $10,000 

(a) Chief Pa Clinical Services with out- 

standing hosp. grp. $17-$20,000. (b) Well estab. grp. 
near Chgo. Own aid cond, exe. hosp. fa- 
cilities. $15,000 ist yr. 000 2nd. then ptnshp. (ec) 
MW. 5 man grp. o ier ‘Aeaching in med. sch. To 
$12,000. (d) MW. orp. progressive commu- 
nity. Excel hosp. tecititive $i2- ‘5, (e) NW. Well 
est. ity 30,000. New clinic bidg. $12,000 
man all board men; some 


minimum. (f) SW 
indus. type work. 
OB-GYN: (a) MW; weil-known grp. city 50,000; $12,000. 


(b) NW; cert. not nec: well-estab. grp. city 30,000; 
. (ec) SW. Grp. of 5 spec. will be only one this 
spec. $15-20,000. (d) SW; 5 man grp. in city of 50,000; 
busy OB-GYWN prac. already set up; $15-20,000. 

(a) SW: superv. med. spec. of lab. of old 
estab. clinic. $15,000 min. 
hosp; city 75,000; 
develop dept. Pere. basis; 
epese. Board man; SW; 250 bed hosp; $12,000 first yr. 

hen ptnshp. (e) Calif. 300 bed hosp; $12-20,000. 

(a) SW; 10 man g@rp. rowing rapidly; 
city 65,000; $12,000 start. (b) one assoc. with 4 
Boa men; large prac; near S. $10- $12,000. 

MW; small erp. in highly as area; excel. hosp. 
facilities $12-$15,000. (d) E; assoc. with orp. of 4 
internists; near Phila. $12,000. (e) NW; small rp; 
new clinic bidg. = 15,000; drawing area 40, 

$12-$14,000. (f) S, Assoc. Board man. Excel. financial 
ar Calif. Weli estab. med. grp. 12 spec. 


Med Dir. Large rehabilitation 
center, fully approved. 


Upon request one of our applications will be mailed te 
you. Write us today—a post card will do. 
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PSYCHIATRISTS, PSYCHIATRIC RESIDENTS, AND 
general physicians—Indiana’s Mental Health Program; 
superintendent: $13,800 plus complete maintenance; as- 
sistant superintendents, clinical directors, chiefs of 
service: $11,700-$14,000; psychiatrists: $9,300-$12,900; 
psychiatric residents: $4,380-$5,760; general physicians: 
$6,900-$9,900; U. S. citizenship and Indiana license re- 
quired. Write: Division of Mental Health, 1315 West 
10th Street, Indianapolis 7, Indiana. Cc 


VACANCIES — SENIOR PHYSICIANS WITH MINI- 
mum of 3 year psychiatric experience; excellent oppor- 
tunities for advancement; salary range $7,320-$10,200 
depending upon applicant’s training and experience; an- 
nual increments; nominal deduction for complete family 
maintenance; fully approved large eastern mental hos- 
pital+ with 3 year accredited residency training program ; 
must be eligible for licensure in Connecticut. Box 2491 
C, % AMA 


WANTED—ALLERGIST; CERTIFIED IN INTERNAL 
eo or pediatrics; as associate medical director, 
leadi to medical directorship, for Jewish National 
Home for Asthmatic Children at Denver; non-sectarian, 
philanthropic institution for rehabilitation if intract- 
able asthmatic children. Inquiries and applications to: 
Dr. M. Murray Peshkin, Chief National Medical Consult- 


ant, JNHAC, 450 West End Ave., New York 24, New 
York, c 
WANTED — PSYCHIATRIST WITH AT LEAST 4 


years experience for a 200 active treatment State 
Receiving hospital; salary $11, 000-$12,000; Ohio State 
license or reciprocity necessary; double house fully fur- 
nished, 3 bedrooms, linens & utilities, $85 per month; no 
other maintenance; available, January 15, 1957. Write: 
Dr. Eugene E, Elder, Supt. Woodside Receiving Hos- 


pital, 800 E. Indianola Avenue, Youngstown 2, Ohio. C 


VETERANS ADMINISTRATION HOSPITAL*+—-LONG 
Beach 4, California; immediate opening for full-time 
physician on Paraplegia Service; neurosurgery, neurology, 
urology and physical medicine and rehabilitation on this 
210 bed service are under supervision of Board certified 
physicians; authorized hospital capacity 1600 GM&S 
beds. Write: Director Professional Services, Cc 


WOMAN GENERAL PRACTITIONER—FOR PARTNER. 
ship in exeellently equipped new clinic with “g y*~ 
ractitioner in town of 10,000; miles 

of New Orleans; rapidly growing practice, chiefly 
an and children; have R. ractieal nurse assist- 


ant, and secretary-receptionis aylor 1952; give ali 
details in ist letter; prefer single woman with some cap- 
ital but not mandatory. Box 2453 C, AMA, 


OTOLARYNGOLOGIST — FOR STAFF OF yg 
practice clinic; serving membership of over 20,000, in 
Washington, D. C.; prefer diplomate or Board eligible; 
physician; annual salary open; 1 month vacation; study 
leave; sick leave; comprehensive retirement plan. Write 
to: Medical Director, Group Health Association, Inc., 
1025 Vermont Ave, N.W., Washington 5, D. C. Cc 


PSYCHIATRICS WANTED—SALARY $7570-$12,685 DE- 
pending upon qualifications; 25% additional if Board 
certified (not to exceed $13, 760): approved 3 years psy- 
chiatric residency in conjunction with Northwestern Uni- 
versity; rly commuting distance Chicago. Write: 
Veterans Administration Hospital+, 

8 


INVESTIGATION — EXCELLENT OPPOR- 
with rapidly ey pharmaceutical company 

oa ysician interested in clinical research; experience 
desirable but not essential; Eastern location; send com- 
plete details pees age, education, experience, draft 
— and minimum sa desired. Box 2402 C, % 


WANTED—DERMATOLOGIST, UROLOGIST, PATHOL- 
ogist and ophthalmologist; to join 16 man group located 
in northern Iowa city of 35,000; clinic owns 56 bed hos- 
pital in addition; clinic well-established 35 years; new 
clinie building to be completed July 1957; salary Ist year, 
leading to partnership. Write full details 1st letter to: 
Park Hospital Clinic, Mason City, lowa Cc 


EXCELLENT OPPORTUNITY—FOR YOUNG, ENER- 
getic spenteias in medical service department of rapidly 
practice backs tern pharmaceutical company; some private 
— tery desirable; applicants are requested 

full resume including age, ed jon, experience, 

and minimum salary desiryd. Box 2478 C. 


Yo 


OBSTETRICIAN - GYNECOLOGIST OR GENERAL 
practitioner with ob-gyn trainiig—willing and able to 
do general medicine every third weekend and 2 nights 
weekly; build own em ~y receive salary Ist year, then 
full partnership; weeks vacation yearly; locat 5 
miles from San Francisco and 
Ocean. Box 2470 C, % AMA. 


ASSISTANT WANTED—IMMEDIATELY; MUST HAVE 
Minnesota license; must be under age 38 preferably 
married; net salary $12,000 annually for lst year, then 
partnership; must present references of character and 
ability. Write or phone: Joseph Bloom, MD, FACS, 
Silver Bay, Minnesota, Phone: 8.B. 6-4461. Cc 


ASSISTANT RADIOLOGIST—400 BED HOSPITAL*+ 
affiliated with medical school and approved for residen- 
cy training; opening available January 1, 1957; give 
full particulars concerning training and experience. Re- 
ply: Director, Department of Radiology, Mount 
Hospital, Chicago 8, Illinois. 


STAFF PHYSICIAN—IMMEDIATE OPENING IN 150 
bed tuberculosis hospital; adequate laboratory facilities, 
pulmonary function studies, chest surgery; excellent sal- 
ary, with maintenance, including 3 bedroom, ranch type, 
residence. Contact: Joseph H. Geyer, MD, ~ ee 
ent, Silvercrest Hospital, New Albany, Indiana, 


LARGE PHARMACEUTICAL MANUFACTURER, MID- 
dle west, has opening for well-trained internist or pedi- 
atrician; opportunity for creative medical writing and 
direct participation in clinical research; give full —, 
sional and «ey information; all repl es confidential. 
Box 2299 C, % AMA. 


WANTED—AMERICAN BOARD SPECIALISTS; 
sicians interested in group or private practice, teach- 
ing, research, public health or industrial medicine; 
National and International services. Burneice Larson, Di- 
rector, Medical Bureau, 900 N, Michigan Ave., ae. 
cago. 


LONG ESTABLISHED MEDICAL AND SURGICAL 
group—desires an association with a young doctor inter- 
ested in an appointment of one, two or three years to 
work as assistant in surgical specialties, and to assist 
with industrial work. Box 2487 C, % AMA. 


20 miles from Pacific 


TONICS AND SEDATIVES (Continued) 


“Matrimony is a bargain, and somebody 
has to get the worst of the bargain.” 


“Keep your eyes wide open before 
marriage and half shut afterwards.” 


* 


A tramp knocked at a door and asked 
the lady for something to eat. 

“Yes, Ill give you something to eat, 
she said, “if you'll chop a load of wood 
first.” 

“Madam,” retorted the tramp with dig- 
nity, “I asked for a donation, not a trans- 
action.” 


A film star was worried, and his friend 
couldn’t figure out way. 

“After all, you have plenty of money 
and everything else you might want,” the 
friend said. 

“Bah!” the actor said. “‘What good’s 
money to me? Here I am with everything 
I want, and my poor old mother has to 
starve in a garret.” 


“You said it was nighttime. You were 
at least five blocks away. And you still 
saw the defendent shoot my client. How 
far can you see at night?” 

“I don’t know. How far is the moon?” 


“I want a two dollar ticket on myself,” 
said the horse, walking up to the pari 
mutuel window. 

“What!” exclaimed the man in surprise. 

“Shocked that I can talk?” asked the 
horse. 

“No,” he replied. “I just don’t think you 
can win.” 


“When a man does good work out of all 
proportion to his pay, in seven cases out of 
nine there is a woman in back of the vir- 


J.A.M.A., December 29, 1956 


WANTED AT ONCE—TWO iiESIDENT PHYSICI. ANS; 
to work in emergency room of 216 bed general hos)ita)’ 
For further details write: Mr. R. M. Gantt, Jr., Ac: min- 
istrator, North Broward General Hospital, Fort Lau- 
derdale, Florida. Cc 


GENERAL PRACTITIONER — LOS ANGELES Area: 
capable of doing light surgery; license required; basi 
salary $1200 monthly plus percentage when Qual ified: 
smal group, modern office. P. O. Box 2132, Inglewood: 
California, 


WANTED—PHYSICIAN; FOR CLINIC IN EDEN VAL. 
ley, Minnesota; prosperous agriculture town of 1069 
(area 3000) in centrai Minnesota; office on ground floor, 5 
rooms brick clinic, X-ray. Inquire: Mel Waters, Eden 
Valley, Minnesota. Cc 


WANTED — ANESTHESIOLOGIST; BOARD QUALI. 
fied or eligible; for college town of ‘22, 000, in booming, 
pleasant Southwest; accredited hospital; economy chiefly 
agriculture and defense work. For information write: 
Box 2482 C, % AMA 


RESIDENT PHYSICIAN—FOR 138 BED HOSPITAL, 
fully approved by the Joint Commission on Accredita- 
tion of Hospitals; $4800 per year with full maintenance, 
If interested write to: Salem County Memorial Hospital, 
Salem-Woodstown Road, Salem, New Jersey, Cc 


ASSOCIATE PHYSICIAN—FOR UNIVERSITY HEALTH 
service; well-equipped hospital, expanding preventive 
medicine program are features that make this a desir- 
able position; university a meee in a growing south- 
ern city. Box 2479 C,% A 


WANTED—MEDICAL DIRECTOR; SMALL COUNTY 
tuberculosis sanatorium in Mid- West; with active out- 
patient clinic and tuberculosis control program in ~ 
munity; desire man experienced iy ee work, 
well-trained, Box 2477 C, % AM 


CLINICAL PATHOLOGIST — OPPORTUNITY WITH 
future for younger man recently trained, well-grounded 
in biochemistry, hematology, cytology; combined labora- 
oon aan type practice; Los Angeles Area. Box 2473 


98 BED GENERAL HOSPITAL — NEEDS HOUSE 
physician now; to assist in surgery and handling se. 
gencies; $350 per month plus full maintenance, Write 


call: Administrator, Bethania Hospital, Wichita Falls, 
Texas. 
OTOLARYNGOLOGIST — EXCELLENT OPPORTU- 


nity, associate with oe group of 4; Board eligible ad- 
visable but not te salary ist year and 
increase or partnership if mutually satisfied; Texas city 
of 250,000. Box 2451 C, % A 


ASSISTANT MEDICAL DIRECTOR — APPROVED 
chest disease hospital+ must have, or be able to acquire 
California license, clinical and research experience in 
pulmonary diseases desired; pa background 
not essential; salary $11,000. Box 2 C, % AMA. 


WANTED—PEDIATRICIAN; TO TAKE OVER PRAC- 
tice in rapidly expanding suburban Sacramento, Cali- 
fornia; excellent opportunity; no financial investment; 
rr to assume teaching position. Box 2392 C, % 


WANTED—PSYCHIATRISTS AND PHYSICIANS; SAL- 
ary range to $15,000 depending on qualifications; research 
and teaching opportunities. For further information con- 
tact: Jack A. Wolford, MD, Superintendent, Hastings 
State Hospital+, Ingleside, Nebraska. Cc 


INTERNISTS AND GENERAL PRACTITIONERS 
wanted—in 2400 bed hospital+; hourly commuting dis- 
tance Chicago; salary ranges $7570-$12,685, depending 
upon qualifications, Write: Manager, Veterans Adminis- 
tration Hospital, Downey, Illinois. Cc 


OPHTHALMOLOGIST — DESIRES WELL-TRAINED 
associate; large surgical practice; northern midwest lo- 
cation; top starting salary, percentage after 2 years. Box 
2480 C, Ye AMA. 


ORTHOPEDIC SURGEON—BOARD ELIGIBLE; 32; RE- 
cently completed training in university center in adult 
and pediatric work; extensive fracture experience; de- 
sires to enter practice. Box 2484 C, % AMA. 


(Continued on page 50) 
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“Well, if you weigh six pounds less on Dr. Landrum’s scale, 
then go to Dr. Landrum!” 


6 


Vol. 162, No. 18 


“Doctor Barnes’ office—small fevers gratefully accepted.” 


Another volume is now available 


YOUR 
GUIDE TO 

CURRENT 
PUBLICATIONS 


Single Volumes: 
Domestic, $15; Canadian and Foreign, $16 


WITH AUTHORS 
AND SUBJECTS ... 


Divided into sections, one devoted to books and the 
other to periodical literature, the QUARTERLY 
CUMULATIVE INDEX MEDICUS contains, in its 
major part, a compilation of periodical references by 
author and subject arranged in one alphabet for easy 
use. The exact bibliographic reference is given under 
the author with the title in the original language, 
while titles under subject headings are all in English. 
The index also includes a listing of journals, addresses 
and publishers. 


The QUARTERLY CUMULATIVE INDEX MEDI. 
CUS appears twice a year; volumes are cloth bound 
and cover periodicals received within the six months 
indicated. These volumes are a convenient and inclu- 
sive reference for current medical literature. Invalu- 
able for practitioners, specialists, teachers, editors, 
writers, investigators, students and libraries. 
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to reduce cough 
of diverse etiology 
As 
SNGCX 
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$25 a Year AMERICAN MEDICAL ASSOCIATION 
$27 a Year 535.NOR’ ARBORDNA 


Loenmly Spaced 


Activity 


SANDOZ 
HANOVER, N. J. 


Sandoz 


PHARMACEUTICALS 


acelals 
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OBSTETRICIAN-GYNECOLOGIST — CERTIFIED OR 
eligible; 13 man spec‘alty group urgently needs services 
to head department; gioup owns 65 bed air-conditioned 
9 early partnership; southern Illinois. Box 2418 
% AMA 


CALIFORNIA MEDICAL BUREAU AGENCIES—FTR 
physicians placements, and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
S. Broadway Street, Los Angeles 14, 
ornia. 


OBSTETRICIAN-GYNECOLOGIST — 
lished clinic; Southwest; must be graduate of ap- 
preved medical school; completing accredited residency; 
under 35; forward biographical data for review. Box 2295 
C, % AMA 


PHYSICIAN—TO DEVELOP PULMONARY FUNCTION 
laboratory in chest disease hospital+; salary $12,000; 
please supply full details of experience and qualifications 
in original letter. Box 2446 C, % AMA. 


UROLOGIST — CERTIFIED OR ELIGIBLE; 13 MAN 
specialty group wishes to yy department; early 
partnership; give personal and professional qualifica- 
tions 1st letter; southern Illinois. Box 2417 C, % AMA. 


WANTED — FULL TIME PHYSICIAN FOR SOUTH- 
eastern railway; under age 56; give full information as 
° education, training and experience. Box 2413 C, 9 


WELL ESTAB- 


DOCTORS — FOR PACIFIC NORTHWEST, WEST 
Coast and California appointments, write Maria Gizzi, 
Pacific Coast Medical Bureau, Agency, 1404 Central Tow- 
er Bidg., San Francisco 3. Confidential—Prompt. Cc 


OPPORTUNITY FOR MEDICAL DOCTOR—IN NORTH- 
east Montana; badly needed; progressive wheat, ranch- 
ing and oil development area; office and housing no prob- 
lem. Contact: Chamber of Commerce, Poplar, Montana. C 


WANTED—-ASSOCIATE RADIOLOGIST; IN PRIVATE 
office and hospital practice; Southeast; excellent oppor- 
tunity for early partnership; state all qualifications and 
particulars in 1st letter. Box 1941 C, % AMA 


WANTED—OB-GYN MAN; BOARD QUALIFIED; FOR 
college town of 22,000, in booming, pleasant Southwest; 
accredited hospital; economy chiefly agriculture and de- 
fense work; for information write: Box 2483 C, % AMA. 


WANTED—PATHOLOGIST; FOR FACULTY APPOINT- 

in expanding department Midwestern medical 
. providing opportunity for teaching, research and 
hospital service. Box 2489 C, % AMA. 


ASSOCIATE PHYSICIAN—APPROVED CHEST DIS- 
ease hospital+; at least 1 year training in pulmonary 
diseases; must have, or be able to acquire, California 
license; salary $9600. Box 2445 C, % AMA. 


ASSOCIATE RADIOLOGIST—600 BED HOSPITAL* +; 
complete new X-ray department with facilities for diag- 
nosis, therapy, redium and isotopes; 6 residents and ac- 
tive teacning program. Box 2469 C, % AMA. 


J.A.M.A., December 29, 1956 


OPHTHALMOLOGIST—BOARD CERTIFIED OR EL}. 
ible; Mid-West; excellent future, salary open. Box 
471 C, Y% AMA, 


QUALIFIED SURGEON—TO PRACTICE WITH AND 
eventually head surgical department of a new etica 
group, upstate New York. Box 2476 C, % AM 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M.A. Consult Council’s approved list 
for types of internships and residencies approved. 


EXCELLENT APPROVED RESIDENCIES OFFERED— 
July 1, 1957; in general practice, internal medicine, 
pediatrics, radiology, urology; other residencies in eye 
(credit given towards Boards), obstetrics and gynecology ; 
available immediately approved residencies in general 
practice and internal medicine; 320 acute bed new mod- 
ern County hospital*+; 60 bassinets, excellent diagnos- 
tic and therapeutic facilities; salaries $325 to $425 per 
month; final citizenship p:pers required; full accredita- 
tion and active staff participation, located in community 
of 140,000 population. Administrator, Kern General Hos- 
pital, Bakersfield, California. D 


INTERNSHIP APPOINTMENTS—FULLY APPROVED, 
12 months rotating; wanted immediately; 390 beds and 
45 bassinets; over 42% of medical staff Board certified 
specialists; full laboratory a with approved use 
of redioactive iodine phosphorus, AU 198; approved res- 
idency program in urology, surgery, medicine, obstetrics- 
gynecology, orthopedic surgery, pathology; $300 per 
month, Administrator, Orange Memorial Hospital+, Or- 
lando, Florida. D 


OBSTETRICS-GYNECOLOGY — APPROVED 3 YEAR 
residency; 500 bed, 60 bassinet hospital*+; active teach- 
ing service with extensive clinical experience; medical 
school basic science affiliation; openings at various lev- 
els available July 1, 1957; beginning monthly stipend 
$300 plus maintenance; graduates of approved schools 
only. Write: Director of Medical Education, St. Eliza- 
beth Hospital, Youngstown, Ohio. D 


RESIDENCY—INTERNAL MEDICINE; 1100 BED GEN- 
eral hospital+; 3 year; teaching unit, Baylor University 
College Medicine; female, private, out-patient medicine; 
includes all subspecialties under supervision of Board 


certified specialists; radioisotopes, research, pulmonary 
function ete.* stipend $2840-$3550; citizenship required. 
H. D. Bennett, MD, VA Hospital, Houston, Texas. D 


PSYCHIATRIC RESIDENTS—NEW VAH+, SEPULVE- 
da, California, near Los Angeles, affiliated with 3 medical 
schools, 856 beds, predominantly psychiatric; approved 
for 3 years; stipend $2840 to $3550. For informa- 
tion write to: N. C, Mace, MD, Director Profesional 
Services, VA Hospital, Sepulveda, California. D 


GENERAL PRACTICE RESIDENCY AVAILABLE — 
two; living quarters available, full maintenance in- 
cluding laundry; starting salary $350 per month; ap- 
plication for approved status will be made shortly. For 
further information write: Samuel B. Milton, MD, Med- 
ical Director, Sidney A, Sumby Memorial Hospital, 
River Rouge 18, Michigan. D 


RESIDENTS WANTED — FOR RESIDENCY START- 
ing July 1, 1957; general rotation residency in 174 bed 
hospital; well-equipped in all services; U. 8. citizenship, 
1 year internship and eligibility for California license 
required; in attractive mountain, seaside, resort city; 
salary $460 per month. Apply to: Director, County Hos- 
pital, Santa Cruz, California. D 


ANESTHESIOLOGY RESIDENCY — APPROVED TWO 
year residency, integrated with other teaching programs; 
available July 1, 1957: maintenance and stipend. Apply 
to: Daniel C. Moore, MD, Director of Anesthesia, The 
Mason Clinic and Virginia Mason Hospital*+, Seattle, 
Washington. D 


GENERAL PRACTICE RESIDENCY—340 BED GENER- 
al hospital+; excellent training facilities; 1 position 
available; United States citizenship required; salary 
$425 per month. Address: Medical Director, Sonoma 
County Hospital, Santa Rosa, California. D 


GENERAL PRACTICE ROTATING RESIDENCY — 
available immediately in 272 acute bed County hospital 
approved by J.C.A.H.; $500 per month plus attractive 5 
room furnished home. Apply: Medical Director, Merced 
County General Hospital, Merced, California. D 


THE DOCTORS HOSPITAL 
909 University Street 
Seattle 1, Washington 

HOSPITAL APPOINTMENTS 
OPEN 


Applications being taken for the year 
beginning July 1, 1957. 


Stipend 
$200 per month 
Residency............... $250 per month 
Medical 
Surgical 
Pathology 


Full maintenance is also provided 
187 Beds 48 Bassinets 


FULLY APPROVED 
Complete information available 
Applications to: 
Chairman, Intern Committee D 


(Continued on page 52) 
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Economical treatment of the many conditions 
amenable to ACTH therapy 


Use Cortrophin-Zinc to provide relief in the 100 or more 
conditions amenable to ACTH therapy. It’s economical 
because each injection lasts at least 24 hours in the most 
acute cases, to 48 or even 72 hours in milder cases. It’s 
easy to handle, too, because it is an aqueous suspension 
which flows freely through a 26-gauge needle with no 
preheating. Clinically proven in thousands of patients, 
an advance in ACTH therapy. 


Cor-Z-12Q 


Available in 5-cc vials, each cc providing 
40 U.S.P. units of corticotropin with 
2.0 mg zinc. 
*T.M.—Cortrophin 
*Patent Pending. Available in other 
countries as Cortrophine-Z. 
tBrand of Corticotropin-Zinc 
Hydroxide. 


CORTROPHIN-ZINC an Organon development 


Organon INC. 
ORANGE, N. J. 


| 
| 
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When 


egos him on... 


... prescribe 


HYDROCHLORIDE 
(Methamphetamine Hydrochloride, Abbott) 


THE SYMPATHOMIMETIC AMINES HAVE BEEN 
found of value, when administered under the supervision 
of a physician, as an adjunct to the dietary management of 
obesity. The chief action of these drugs in this condition is 
the production of anorexia, which is felt to be due to the 
effect of the drug-on the central nervous system, probably 
on the anterior lobes of the cerebrum. In addition to curbing 
the appetite, Desoxyn imparts a feeling of well-being and 
increases mental and physical activity in such a way as to 
relieve the feeling of frustration and boredom which is often 
the underlying factor in overeating. 


SMALLER DOSAGE, LONGER EFFECT—IT IS GEN- 
erally agreed that d-desoxyephedrine, milligram for milli- 
gram, is somewhat more potent than amphetamine, so the 
stimulation desired is achieved with a smaller dose, the 
onset of effect is more rapid, and the duration longer. 
Doses exceeding those recommended may produce side 
effects that counteract the benefits of stimulation. With 
ordinary doses, little or no significant pressor effect has 
been observed. 

Desoxyn alone should not be relied upon to induce weight 
reduction but should be used only under the direction of a 
ene gy in conjunction with the prescription of a general 

ygienic regime and a special diet. 


DOSAGE, SIDE EFFECTS—THE DOSE OF DESOXYN 
must be adjusted in accordance with the requirements and 
response of the individual patient. When the anoretic effect 
of the drug is desired, as adjunctive therapy in an obesity 
program, Desoxyn should be administered one-half to one 
hour before meals. In other instances the anoretic effect 
of the drug ‘might not be desired; in these cases, Desoxyn 
oa be administered with meals or immediately after 
meals, 

_ Orally, the initial dose should be 2.5 to 5 mg., two to three 
times daily. Larger doses may be required in some cases, 
and should be arrived at cautiously. They may be continued 
as long as the desired beneficial results accrue and there are 


no untoward effects. Individual oral doses in excess of 10 
. are likely to produce undesired cerebral stimulation. 
pdication_is mmended after 4 p.m. or at night, 
nility that the drug may interfere with 

tient is unable to sleep at night, the afternoon 
itted or the excessive stimulation counter- 
e of effective sedatives such as Nembutal.* 


CATIONS: DEPRESSIVE STATES — 
chloride is indicated for oral administration 
of narcolepsy and in cases of mild depres- 
or aggravating prolonged illness, con- 
or the menopause. A feeling of well-being 
y will generally be produced in the 
nervous tension and may aid in secur- 

ore specific therapy. 
ave also been reported following the 
ine ap an adjunct to 
encephalitic Parkinson's syndrome, 
generally in conditions for which 

s been of benefit. 
ic depressions, as well as in mild 
soxyephedrine hydrochloride may 
the patient but will not affect the 
ve drug has not been of benefit in 

enia gravis. 


S—DESOXYN HYDROCHLO- 

should be used with caution in 
ular disease, thyroid disturbance, 
or in persons of advanced age. The 
also in neurotic or hyperexcitable 
have shown sensitivity to ephedrine 
nces. 


PRODUCES EFFECTS SIMILAR 

cemic amphetamine. Like the latter, 

oodsancreases the urge to work, imparts a 

ed efficiency and counteracts sleepiness and 

fatigue in most persons. It does not ns ang 

ked peripheral pressor effects of ephedrine, 
arge doses. 


SWIFT—ONSET OF EFFECT WITH DESOXYN 

ts in from 20 minutes to one hour. The duration of 

jon of a single dose of 10 mg. orally varies from six to 12 

ours, though in ae cases effects may be noted for 

as long as 36 hours. Sleep is disturbed the night following a 

dose of 10 to 15 mg. at breakfast in some subjects. By 

dividing the dosage, insomnia may usually be avoided. The 

drinking of coffee increases the effect of the drug. Intensity 

of stimulative effect is somewhat greater in normal than in 
or alcoholic persons. 


BLOOD PRESSURE, PULSE RATE AND RESPIRATORY 
rate usually are only slightly or temporarily affected, unless 
oral doses exceeding 10 to 15 mg. daily are taken. 


THE PARENTERAL ADMINISTRATION OF DESOXYN 
Hydrochloride is suggested for restoring and maintaining 
blood pressure during operative procedures, particularly 
during spinal or regional block anesthesia. Its use is sug- 
gested to combat acute hypotension during surgical opera- 
tions and for preoperative administration, ticularly be- 
fore spinal anesthesia, to patients who manifest hypotension 
or who are considered poor surgical risks. 


TOLERANCE NOT DEVELOPED. WHILE THE DRUG 
is not habit forming in the true sense of the word, some de- 
persons may come to rely on it for stimulation, or 

normal subjects may be induced to use it in excess for relief 
of fatigue. Tolerance to the drug is not developed. The 
euphoric and waking effects decrease with protracted use of 
the drug on account of the accumulated need for sleep and 
rest. As a result, a larger dose is required to combat the 
increased need for sleep, and it is the larger dose that pro- 
duces the undesirable circulatory and metabolic effects. 
Withdrawal of the drug may thus be rendered imperative. 
Administration of Desoxyn should be under the constant 
supervision of 2 physician. 
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RESIDENCY IN EXPERIMENTAL MEDICINE — ap. 
proved by American Board of Internal Medicine ang 
American Medical Association; 1 year residency in smq)j 
research hospital+ devoted to basic, diagnostic, any 
therapeutic studies, utilizing radioisotopes; hematolog;; 
disorder, thyroid disease, and neoplastic disease are en. 
phasized; opportunity for individual and group research 
both clinical and laboratory; formal training in radiojgo. 
topes included; 2 years’ previous training in interna) 
medicine desirable; opening available for January 195; 
or later; salary $2,000 per year plus $4 per day in liey 
of maintenance. Apply: Chief of Clinical Services, Med- 
ical Division, Oak Ridge Institute of Nuclear Studies 
Oak Ridge, Tennessee. D 


PSYCHIATRY—BARNES HOSPITAL* +; 3 YEAR ap. 


proval; versatile residency offering supervised dynam; 
psychotherapy, excellent opportuniiies for research, trajy- 
ing in neurology; recognized child guidance clinic. 
outpatient and inpatient therapy in new university psy- 
chiatric hospital, psychosomatic medicine closely allied 
with internal medicine; close liaison of university with 
psychoanalysts; St. Louis a city with artistic, intellectya) 
facilities; program and salary flexible; full maintenance 
Write; E. F. Gildea, MD, Department of Psychiatry and 
Neurology, Washington University Medical School, st 
Louis, Missouri. D 


ROTATING INTERNSHIP AND GENERAL PRACTICE 
residencies--both Council on Medical Education ap- 
proved; daily conferences, lectures, rounds, out-patient 
clinic and ward service; facilities for married house 
Staff; salaries: $1800 and $2400* plus full maintenance 
for interns, $2700 to $3300* plus maintenance for 1st 
year and $3300 and $3900* for 2nd year general prac- 
tice residents; inquiries invited;* latter figures apply to 
American medical school graduates. Director, Medical 
Education Program, Deaconess Hospital,* 6150 Oakland 
Ave., St. Louis 10, Missouri, D 


RESIDENCIES AVAILABLE—APPROVED RESIDEN.- 
cles in medicine, surgery, pediatrics, obstetrics and 
gynecology, and general practice available July 1, 1957; 
294 bed, 43 bassinet city operated hospital*+; annually 
14,000 in-patients, 8,000 out patient visits, 12,000 emer- 
gency room visits; approved 15 interns; total house staff 
20; teaching program well organized and operating; 
fundamentals and objectives of program available on re- 
quest; beginning salary $300. Write: Director, City 
Hospitals, % City Memorial Hospital, Winston-Salem, 
North Carolina. D 


PATHOLOGY RESIDENCIES — FOUR YEAR AP- 
proved program in clinical pathology and pathologic an- 
atomy, first or second year, and third year residencies 
available now; starting July 1, 1957, 1 vacancy for each 
year; salary; first and second year $300 per month, in- 
cluding full maintenance; third year, $400; fourth year 
$450; active training program; 760 bed general hos- 
pitai*+; applicant must be U. 8, citizen, have or be 
eligible for California license. Write: l’athologist, Sac- 
ramento County Hospital, Sacramento, California. 


RESIDENT IN PATHOLOGY — SALARY $325 PER 


month lst year, graded increase each succeeding year; 
full maintenance; available for | to 4 years training; 4 
year Boara approved large departmentalized routine and 
research laboratory; 625 bed general hospital*+; 6,000 
surgicals and 300 autopsies per year; under supervision 
of 2 pathologists certified in pathologic anatomy and 
clinical pathology; available July Ist. Apply: Dr. Kobert 
€, Grauer, Directer, Singer Laboratory, Allegheny Gen- 
eral Hospital, Pittsburgh, Pennsylvania. vb 


PSYCHIATRY AND NEUROLOGY RESIDENCIES — 
resent vaeancies for psychiatry and neurology residents 
n the fully-approved 3 year program. affiliated with the 
New York University Bellevue Medical Center exists 
at the New York University Bellevue Hospital+; 
U. 8, citizenship, graduation from an approved medical 
school, and a minimum of | year of approved in.ernship 
required. Candidates may apply to: Manager, Veterans 
Administration Hospital, 408 First Avenue, New York, 
New York. D 


RADIOLOGY—APPROVED RESIDENCY AVAILABLE 


January 1, 1957 and July 1, 1957; 20,000 diagnostic ex- 
aminationgs a year, radioisotope laboratory, pathology 
approved for 4 years, as are all other specialties; special 
course in radiation physics; stipend, $110 to $125 for 
assistant residents, $150 for residents, with room and 
board. Apply: Executive Director, Sinai Hospital of 
Baltiinore*+, Inc., 1714 East Monument Street, Balti- 
more 5, Maryland. D 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA- 
try+; approved 3 year program; balanced clinical and 
didactic training | psychotherapy and somatic 
therapies, outpatient and child psychiatry; at VA, State 
and Menninger hospitals; aMfiliated with Topeka Institute 
for Psychoanalysis; 5 year appointments combining resi- 
dency and staff experience for Board eligibility available 
at staff salaries. Write: Registrar, Menninger Schoo! of 
Psychiatry, Topeka, Kansas. D 


RESIDENT IN PSYCHIATRY—PINEL FOUNDATION + 


offers 3rd and 4th year residencies in psychoanalytically 
oriented treatment unit; treatment program particularly 
emphasizes intensive psychotherapy and milieu therapy: 
individual and group supervision provided by members 
of hospital staff and consulting staff; 3rd year salary 
$4,800, 4th year, $6,000. Address inquirfes to: Medical 
Director, Pinel Foundation, 2318 Ballinger Way, Seattle 
55, Washington. D 


APPROVED THREE YEAR RESIDENCIES IN PSY- 


chiatry—new GM&S hospital+; well-organized teach- 
ing program; affiliated with Washington University 
School of Medicine; all types of psychiatric experience 
represented, including supervised dynamically oriented 
Psychotherapy, psychosomatic medicine, child guidance 
clinic, ete.; attractive career residency program available. 
Write: Manager, VA Hospital, 915 North Grand Blvd., 
St. Louis 6, Missouri. D 


APPROVED RESIDENCIES IN INTERNAL MEDICINE, 


surgery, psychiatry, obstetrics-gynecology, and pathology: 
available in July to veteran physicians who have complet- 
ed their military obligation; beginning stipend $150 per 
month plus maintenance and uniforms for self; travel al- 
lowance of $150 at beginning and termination of service. 
Address inquiries to: Medical Director, The Queens 5 
Hospital*+, P. O. Box 614, Honolulu 9, Hawaii. 


APPROVED RESIDENCIES IN MEDICINE, PSYCHI- 


a ulmonary diseases and neurology—availabie July 
i, 959; 684 bed county hospital*+ near New York City: 
exceptional educational opportunity; only applicants w 

have completed one year approved internships will be con- 
sidered; stipend $200 monthly plus complete maintenance. 
Apply: Superintendent, Bergen Pines County Hospital. 
Paramus, New Jersey 0 


(Continued on page 54) 
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1 “IT have used meprobamate in my 
| general psychiatric practice since April, 1955, ' 
| and believe it to be [a] drug of choice for 
relief of tension, anxiety and insomnia.” 


Lemere, F.: Northwest Med. 54: 1098, 1955. s 


the patient [taking Miltown] 


reports never describes himself as feeling detached 
) ; or ‘insulated’ by the drug. He remains... 
| of in control of his faculties, both mental 


and physical, and his responsiveness to other 
persons is characteristically improved.” 


clinical Sokoloff, O.J.: A.M.A. Arch. Dermat. In press. 


3 
° ¢/ “Of special importance is the fact 
studies that Miltown does not appear to affect 
autonomic balance—which in alcoholics is 
often unstable...” 


Thimann, J. and Gauthier, J.W.: Quart. J. 
Stud. Alcohol. 17: 19, 1956. 


4 “The [relative] absence of toxicity, 
both subjectively and objectively, is 
an important feature in favor of Miltown. 
In addition, there were no withdrawal 
phenomena noted on cessation of therapy, 
whether it was withdrawn rapidly or slowly.” 
Borrus, J.C.: J.A.M.A. 157: 1596, 1955. 


©) “Miltown is of most value in the 
so-called anxiety neurosis syndrome, especially 
when the primary symptom is tension... 
Miltown is an effective dormifacient and 
appears to have. . . advantages over the 
conventional sedatives except in psychotic 
patients. It relaxes the patient for natural 
sleep rather than forcing sleep.” 


Selling, L.S.: J.A.M.A. 157: 1594, 1955. 


THE ORIGINAL MEPROBAMATE THE 
MILTOWN 
MOLECULE 


discovered and introduced 


by (i) Wallace Laboratories, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 


| 
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you'll use 
BURDICK 


MICROWAVE 


every day... 


Patients with arthritis, bursitis, sprains and fractures and 
various local inflammations make their appearance in your 


office almost daily. 


The deep tissue heating and augmented blood flow provided 
by Burdick Microwave Diathermy increase comfort and im- 
prove function in these conditions with a minimum of time 


and attention. 


Ease of application, accurate focusing and simple controls 
make it safe for your nurse or office assistant to apply and 


oversee treatment, 


You'll find your Burdick Microwave Diathermy pays dividends 
in successful therapy and satisfied patients. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
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PSYCHIATRY RESIDENCIES AVAILABLE — IN 655 
university-teaching, general with 60 

bed acute treatment psychiatric unit fully approved for 
3 years training; experience includes dynamically-ori- 
ented psychotherapy with children and adults; shock 
therapies and neurologic training; salary range $3000- 
4000 annually. Address inquiries to: Medical Director, 
Albany Hospital, Albany, New York, D 


PATHOLOGY RESIDENCY — ONE — FOUR YEARS; 
fully-approved for PA and CP; 4 certified pathologists; 
1955 surgicals, 9324; rutopsies, 311; total exams 595,216; 
807 beds and bassinets; Indiana University teaching 
conferences and appointments available; stipend Ist year 
$3136 with annual increases. Apply to: Dr. Lester H. 
Hoyt, Director of Laboratories, Methodist Hospital,*+ 
Indianapolis 7, Indiana. D 


RESIDENCY IN PATHOLOGY — SCHOLARSHIP OF 
$3600 per year from American Cancer Society available 
to persons interested in taking full training which in- 
cludes 1 year anatomical, 1 year surgical and 2 years 
clinical pathology, to be taken at the Medical College of 
Virginia Hospital,*+ Richmond 19, Virginia. Apply to: 
Henry G. Kupfer, MD, Director, Department of Clin- 
ical Pathology. D 


APPROVED PATHOLOGICAL RESIDENCIES — 300 
bed state cancer hospital+; 425 autopsies, 7000 surg- 
icals and 5000 Papanicolaous; stipend $3600 per year. 
Write: John W. Pickren, MD, Roswell Park Memorial 

Luffalo 3, New York. Db 


Institute, 666 Elm Street, 


PSYCHIATRIC RESIDENCY VACANCIES—APPROVED 
3 year residency in conjunction with Northwestern Uni- 
versity Medical School; extensive training program in 
clinical psychology, vocational counseling, social service, 
and related fields; salary ranges from $2840-$3550; and 
for career residents $7570-$10,065; hourly commuting 
distance Chicago; citizenship required. Write: Manager, 
Veterans Administration Hospital+, Downey, Illinois. D 


APPROVED RESIDENCIES—VA HOSPITAL+, HOUS- 
ton, Texas; integrated training programs, Baylor Uni- 
versity affiliated hospitals residencies. Texas Medical 
Center; applications accepted for neurology, anesthesiol- 
ogy, pathology, psychiatry, radiology and urology; ‘‘ca- 
reer’’ residencies in neurology and psychiatry; citizenship 
required. Manager, VA Hospital, or Dean, Baylor Uni- 
versity college of Medicine. D 


APPROVED RESIDENCIES—INTERNAL MEDICINE: 
available quarterly, Veterans Administration Center+, 
Dayton, Ohio; 3-4 year program, citizenship required; 
affiliated and supervised by Ohio State University Med- 
ical School, salary $2840-$4000 per year; approved for 
benefits under Public Law 550. Apply: Dr. S. Simerman, 
Chief, Medical Service, VA Center, Dayton, Ohio. D 


RESIDENT—AVAILABLE JULY 1, 1957; 
684 bed county hospital*+ near New York City; excep- 
tional educational opportunity; only applicants who have 
completed { year approved interships will be considered; 
stipend $200 monthly plus complete maintenance. Apply: 
Superintendent, Bergen Pines County Hospital, Paramus, 
ew Jersey. vb 


J.A.M.A., December 29, 1956 


ANESTHESIOLOGY RESIDENCIES — APPROVE) 2 
year active teaching program with unusually wide cli: ica) 
experience; opportunities for clinical, teaching and re. 
search appointments in hospital and medical co lege after 
completion of training. Write: C. M. Landmesser, \p, 
Director of Anesthesiology, Albany Medical Center,*+ 
Albany, New York. D 


ANESTHESIOLOGY RESIDENCY—BOARD APPRO\ ED 
2 year residency available July 1, 1957; all types of 
surgery in 350 bed hospital* + associated with clinic 
group of 35 board certified staff men; stipend $200 per 
month Ist year, $250 per month 2nd year. Apply: William 
F. Brehm, MD, Guthrie C linic and Robert Packer Hos- 

. pital. Sayre. Pennsylvania D 


APPROVED peTarine INTERNSHIPS—!I YEAR IN. 
ternship 1 & , 1957; 684 bed county hospital*+ near 
New York City; exceptional educational opportuni ; only 
——- of approved medical schools will be considered; 

ipend $100 monthly plus complete maintenance. Apply: 
Bergen Pines County Hospital, Paramus, New Jersey. D 


RADIOLOGY RESIDENCY—MAJOR TEACHING CEN- 
ter*+ for medical school; position available January } 
and July 1, 1957; starting stipend $100 per month plus 
maintenance. Apply: Department of Radiology, State 
University of New York, Downstate Medical Center, 
450 Clarkson Avenue, Brooklyn 3, New York, D 


CHIEF RESIDENT PHYSICIAN—IN INTERNAL MED. 
icine; to supervise house staff of 21 physicians; 684 bed 
county hospital; unusual opportunity for clinical experi- 
ence; salary $300 ae, plus complete maintenance and 
uniforms; available lg , 1957. Apply: Superintendent, 
Bergen Pines County Hospital, Paramus, New Jersey. D 


RESIDENCY—ANESTHESIOLOGY; UNIVERSITY AP- 
pointment, two years active teaching program; adequate 
clinical experience in al) phases of anesthesia; affiliation 
with Veterans Administration. Paul H. Lorhan, MD, 
University ot Kansas Medical Center*+, Kansas City, 
Kansas. D 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, 
MD, Director of Anesthesiology, University of Minne- 
sota Hospital, Minneapolis, Minnesota. D 


ANESTHESIOLOGY RESIDENCIES—2 FIRST YEAR, 2 
second year appointments available in university affili- 
ated hospital*+ with active clinical and teaching pro- 
gram; graduates approved schools only. Write: J. Gerard 
Converse, MD, Director of Anesthesiology, Jackson Me- 
morial Hospital, Miami 36, Florida, D 


ENT RESIDENTS WANTED—EENT HOSPITAL+; 125 
beds, averages 35,000 out-patient visits annually; Bs 
quate supervision, instruction and surgery under Board 
men, basic science course in affiliation with Tulane Uni- 
versity included. Apply at once. EENT hospital, 145 = 
Place, New Orleans 12, Louisiana, 


RADIOLOGY RESIDENTS—JULY 1, 1957; APPROVED 
3 year training period in diagnosis, therapy, isotopes; 
new department in university medical center, Apply: 
E. C. Lasser, MD, Radiology Department, University of 
Pittsburgh, School of Medicine, Presbyterian Hospi- 
tal,*+ Pittsburgh 13, Pennsylvania. D 


AVAILABLE JULY 1ST—AMA APPROVED MEDICAL 
residency; 210 bed hospital adjacent to 32 man medical 
group; salary $250 per month plus family housing. Write: 
C. Warner Litten, Manager, Fargo Clinic, Box 1383, 
Fargo, North Dakota. D 


RESIDENCY IN RADIOLOGY—400 BED HOSPITAL*+ 
affiliated with medical school; ftully-approved residency 
with excellent opportunity for ene: available January 
1, 1957. Reply: Director, of Radiology, 
Mount Sinai Hospital, Chicago Illinois. D 


RESIDENT FOR GENERAL PRACTICE—90 BED MOD- 
ern hospital; JCAH approved; open July 1, 1957; stipend 


$225 per month plus full maintenance. Apply: Leota L. 
Harnden, Supt., Grace Hospital, 2307 W. 14th 8t., 
Cleveland 13, Ohio, D 


WANTED—FOURTH YEAR SURGICAL RESIDENT; 
graduates approved schools only; for 350 bed midwest- 
ern hospital*+, with full 4 year approval general sur- 
Ty, ore: stipend $275 monthly. Box 2428 D, % 


PEDIATRIC RESIDENTS OPEN—ONE JANUARY 1957, 
4 July 1957; women residents acceptable; 100 bed; AMA 
approved 2 years; $200 tc $300 monthly; under direction 
of Doctor Irvine McQuarrie. Write: Administrator, Chil- 
dren’s Hospital+, Honolulu, Hawaii. D 


ANESTHESIOLOGY — APPROVED TWO YEAR PRO- 
gram; optional 3rd year university and city hospital 
center. Apply to. Louis R. Orkin, MD, Department of 
Anesthesiology, Bronx Municipal Hospital* + Center, 
New York 61, New York. D 


OPENING RECENTLY APPROVED RESIDENCY IN 
urology—500 major operative 2000 cystoscopic procedures 
in 1955; research lab. Contact: J. Fenimore Cooper, 
Kaiser Foundation Hospital*+, 4867 Sunset, Los An- 
geles, California, D 


ANESTHESIOLOGY RESIDENCY — APPROVED TWO 
year integratea didactic and clinical program available 
now; complete maintenance and stipend. Apply: 8. 
Surks, MD, Chief of Anesthesiology, Long Island Jewish 
Hospital* +, New Hyde Park, New York. D 


OPPORTUNITY—FOR RESIDENCY TRAINING FOR A 
limited number of physicians starting January 1957 or 
July 1957; accredited for 2 years training. For further 
information contact: Jack A. Wolford, MD, Superintend- 
ent, Hastings State Hospital,+ Ingleside, Nebraska. D 


INTERNS WANTED—BEGINNING JULY 1, 1957; 245 
bed general hospital* + ; rotating service; all services very 
active; salary $100 per month pius full maintenance. 
Evangelical Deaconess Hospital, 4299 Pearl Road, Cleve- 
land 9, Ohio. D 


HOUSE VPHYSICIAN—123 BED GENERAJ HOSPITAL: 
northern New York State; salary plus maintenance; no 


Exchange Visitor program. Apply: . as, Execu- 
tive Director, Nathan Littauer Hospital, Gloversville, 
New York. 


FIRST YEAR RESIDENT IN OBSTETRICS-GYNE- 
cology—available January 1, 1957; 3 year approval. 
Evangelical Deaconess Hospital*+, 4229 Pearl Road, 
Cleveland 9, Ohio, D 

WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern mental! 
hospital ;+ cellent teaching program therapeutic pro- 
cedure; $5289-$6600. Box 2490 D, % AMA. 
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DIATHERNY 


pleasant tasting 


Antepar 


CITRATE’ 
PINWORMS ROUNDWORMS 


ELIMINATE pinworms in one week 


roundworms in one or two days 


The reputation of piperazine, as an efficient anthelmintic for entero- 
biasis and ascariasis, was built upon results of extensive clinical trials 


with **ANTEPAR’ Citrate brand Piperazine Citrate. 
Write for pads of direction sheets for patients. 


SYRUP of ‘ANTEPAR’ Citrate brand Piperazine Citrate 
TABLETS of ‘ANTEPAR’ Citrate 250 mg. or 500 mg. 


& purrovcns WELLCOME & CO. (U. S. A.) INC., Tuckahoe, N. Y. 


"on | io” | 
“THIS WORMY wor | 
| 


WE 
CORDIALLY 
INVITE 
YOUR 


INQUIRY 


. . . for application 
for membership which 
affords protection 
against loss of income 
from accident and sick- 
ness as well as benefits 
for hospital expenses 
for you and all your 
eligible dependents. 


the Emblems of RELIABLE PROTECTION 


PHYSICIANS 
SURGEONS 
DENTISTS 


$4,500,000 ASSETS 


$22,500,000 PAID FOR BENEFITS 


HEALTH ASSOCIATIONS 
OMAHA 2.NEBRASKA 
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PSYCHIATRIC RESIDENCIES — APPROVED+ AMA; 
up to $8125 to start; housing; time off for psychoanaly- 
area; give qual.fications. Box 2447 D 


AVAILABLE — ASSISTANT RESIDENCY INTERNAL 
medicine; 3 yeat Board approval in 500 bed Ohio hos- 
pital*+, located: in rapidly expanding industrial com- 
munity. Box 2448 D, % AMA. ‘ 


ROTATING INTERNSHIPS OF ONE YEAR—AVAIL- 
able July 1, 1957; newly enlarged 400 bed hospital* +; 
stipend $125 per month and maintenance. Methodist 
Hospital, Peoria, Illinois. D 


RESIDENCIES WANTED 


OBSTETRICIAN-GYNECOLOGIST — SENIOR RESI- 
deney or other opportunity for major gynecologic sur- 
gery starting July 1957; Scottish class A school; intern- 
ship, surgery, 1 year; obstetrics-gynecology 3 years; all 
accredited training; Maryland license; draft category 1V. 
Box 2522, % AMA 


‘HILDREN’S ORTHOPEDIC RESIDENCY—FOR COM- 
pletion of Board requirements; university trained, grade 
Oy school; available July 1, 1957. Bex 2507, % 
AMA, 


LOCATIONS WANTED 


EYE PRACTICE OR TEMPORARY PARTNERSHIP— 
mid-west city under 50,000; by Board ophthalmologist; 
climate and recreation facilities most important; will 
purchase good equipment. Box 2499 E, % AMA. 


LOCUM TENENS WANTED 


UROLOGIST — TO TAKE OVER ACTIVE PRACTICE 
immediately; possible permanent cissociation or oppor- 
tunity to buy, Box 2513 G, % AMA. 


WANT ENERGETIC AND PLEASANT DOCTOR — TO 
take over general practice; in central indiana; for 2 
years; can net $24,000 yearly; may consider partnership 
thereafter; please answer giving age, experience, and pro- 
fessional references. Box 2424 G, % AMA 


DERMATOLOGIST—WISHES CAPABLE LOCUM TEN- 
ens for month of February; state qualifications and re- 
muneration desired. Box 2488 G, % AMA, 


LOCUM TENENS WORK WANTED 


LOCUM TENENS POSITION DESIRED — JANUARY 
through June 1957; require maximum remuneration; 
starting residency July 1957; 1 year internship, 1 year 
general residency, 5 years general practice; licensed 
Minnesota; willing to work, go anywhere. Box 2493 LL, 
Y AMA. 


J.A.M.A., December 29, 195¢ 


SITUATIONS WANTED 


SURGEON — THORACIC AND CARDIOVASCULAR 
seeks large group or thoracic and general surgery wi;), 
smaller group or individual; cities 50-200,000; \iq- 
West, far West, Florida; M.S., thoracic surgery: 4 
years fellowship, teaching group, university hospitg| 
dignified, cultured; appearance will build  exceljep; 
patient relations, excellent references; age 32. Wood. 
ward Medical Bureau, 185 N. Wabash, Chicago |. | 


PATER MINE YEARS, CHIEF, PATHOLOGY 


bed hospital; prefers private practice with 4s: 
sociation; requires minimum $20,000; any locality 
consider foreign work if interesting; can invest 
licensed, Massachusetts, (Canada, Texas, Ohio; 
40's; immediately *.ailable; Diplomate, 


clinical, ana- 

tomy; FACP. Woo ward Medical Bureau, 185 

Wabash, Chicago, 1. o 

OBSTETRICIAN-GYNECOLOGIST—-WOMAN; GRADU- 
ate of Woman’s Medical College of Pennsylvania; Hoard 
cligible; 4 years specialty training; desires location or 
ae in California; available May 1957. Box 2526 


PEDIATRICIAN—45; CHIEF OF STAFF LARGE EAsrT. 
ern medical center; 18 years experience in active practice 
and teaching; available for full time and consultation 
work; California preferred; $25,000 minimum salary, 
Box 2503 |, % AMA. 


GENERAL SURGEON — BOARD CERTIFIED: 32; 5 
years training; 2 years military service completed; seek- 
ing new location; desires individual or group practice; 
smaller city preferred. Box 2511 I, % AMA, 


OBSTETRICIAN - GYNECOLOGIST — CERTIFIED: 
years of experience with teaching; will care obstetrical 
and gynecological service or female geriatric home; New 
York, New Jersey. Box 2536 I, % AMA. 


OPHTHALMOLOGIST — BOARD CERTIFIED; UNI. 
versity hospital trained; desires permanent location or 
affiliation with individual, group or institution; available 
immediately. Box 2527 1, % AMA. 


ANESTHESIOLOGIST—LICENSED IN OHIO AND ILL- 
inois; desire location on fee for service basis as individ- 
ual or in group; preferably not in teaching institutions, 
Box 2525 1, % AMA. 


PEDIATRICIAN—30; BOARD ELIGIBLE; PRIORITY 
IV; family; MD Yale; National Board; university resi- 
dencies seeks association with group; available in a few 
months. Box 2534 I, % AMA. 


GENERAL SURGEON — 34; 5 YEAR SPECIALTY 
training; Board qualified; completed military obligation, 
licensed Tennessee, Michigan, Kentucky; candidate ACS. 
Box 2520 I, % AMA. 

INTERNIST — ALSO QUALIFIED ALLERGY; MAR. 
ried; age 31; desir. association with doctor or group in 
Los Angeles, La Joll2 or Santa Barbara area; military 
obligations completed. Bcx 2512 1, % AMA. 


RADIOLOGIST—CERTIFIED; INTERESTED IN MID- 
western position; either group clinic or associate partner- 
ship; full time or part time, Box 2502 I, % AMA. 


ENT SPECIALIST—MIDDLE AGED; FAMILY; SEEK- 
ing asociation with individual or group in Michigan; 
leaving Army July 1957; references. Box 2530 I, % AMA. 


BOARD ELIGIBLE GENERAL SURGERY—AGE 34; 


desiring group association. Box 2531 I, % AMA. 
OBSTETRICIAN-GYNECOLOGIST — 37; VETERAN; 


Syracuse graduate; Board eligible; diplomate National 
Boards; desires association with established individual or 
group; locum tenens for 12 months or more considered. 
Box 2432 I, % AMA 


RADIOLOGIST—15 YEARS TUMOR CLINIC; EXTEN- 
sive radium ‘experience; radiation physics, isotopes 
(including Oak Ridge) training, 2 vears isotope ex- 
perience; publications on cancer; desires Radiology 
appointment, preferably therapy. Box 1678 I, % AMA. 


INTERNIST—35; MARRIED; BOARD CERTIFIED; VA 
training, university affiliated; licensed Minnesota (grad- 
uate), Missouri, clinic experience; completing military 
service; available early 1957; clinic or group association 
desired; South, Mid-West, or West. Box 2494 I, % AMA. 


GENERAL PRACTITIONER-SURGEON—38; EXPERI- 
enced; wishes to establish independent practice in 
community of 4 to 10,000; West or Midwest; hospital, 
solicits information from physicians believing their com- 
munity needs another MD. Box 2431 I, % AMA. 


PEDIATRICIAN — 30; BOARD ELIGIBLE; FAMILY; 
priority IV; practicing in Southwest; desires to relocate, 
after January, 1957, on West coast in group association 
preferably with another pediatrician; have California 
license, Box 2364 I, % AMA. 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. I 


WHEN IN NEED OF AMERICAN BOARD SPECIAL- 
ists to head departments, physicians for private prac- 
tice, public health or industry, please write for 
recommendations. Lurneice Larson, Director, Medical 
Bureau, 900 N. Michigan Ave., Chicago. I 


MATURE SURGEON — 15 YEARS EXPERIENCE; 

fully qualified, particularly malignancy; desires group oF 

rivate associatio. in West; licensed California and 
‘exas; hag Board and Coliege. Box 2437 I, % AMA. 


OPHTHALMOLOGIST—BOARD CERTIFIED; 34; FAM- 
ily; 4 years practice; desires group or association leading 
to partnership; prefers west, will consider other areas. 
Box 2420 I, % AMA. 

THORACIC SURGEON — BOARD QUALIFIED; MAR- 
ried; children; completed military obligation; licensed 
Pennsylvania; desires private or group association; last 
preferred. Box 2454 I, % AMA. . 

RNIST—BOARD CER” IFIED; AGE 33; FAMILY: 
desires location on permanent basis with group or i! 
dividual; he will furnish all essential information in 1st 
correspondence, Box 2500 1, % AMA. 


DENTIST—INSTITUTIONAL EXPERIENCE; DESIRES 


ermanent full-time employment with good mainvenance 
‘acilities or salary equivalent. Box 2492 |, % AMA. 


(Continued on page 66) 
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| Medihaler Medihaler 


Means self-powered, uniform, measured- Means effective medications in an inert YY 
dose inhalation therapy... aerosol vehicle, in leakproof, spillproof, | 
| Medihaler bottles... | 
Means true nebulization. Each measured Medihaler 
dose provides 5 to 8 times as many par- Means utmost patient convenience— 
ticles in the ideal size range as most con- medication and Adapter together in plas- 
7 _ ventional nebulizers... tic case, convenient for pocket or purse... 
Medihaler Medihaler 
Means an unbreakable Oral Adapter— Means greater economy —no costly glass 
no movable parts—no glass to break— nebulizers to replace, and one inhalation 
no rubber to deteriorate... usually suffices for prompt relief. 


phrine in emergency situations in which 


respirations have not ceased. It provides 
(A rapid relief in acute food, drug, or pollen 
reactions (including urticaria, broncho- 


; spasm, angioneurotic edema, edema of 
For a = et glottis, etc.). In most instances only one 


inhalation is necessary. 
Medihaler-Epi Medihaler Oral Adapter 
Riker brand of epinephrine 0.5% solution 


in inert, nontoxic aerosol vehicle. Each | 
ejection delivers 0.125 mg. epinephrine. medication and Medihaler Oral Adapter. 

In 10 cc. vial with metered-dose valve, se 

sufficient for 200 inhalations. Oral Adapter made of hard plastic with 


no movable parts... fool- 
proof...unbreakable and 


™ easily cared for by rapid 

K M edih ie Iso rinsing...entire set, in- 
cluding medication, fits 

Riker brand of isoproterenol HCl 0.25% into neat plastic case 
solution in inert, nontoxic aerosol vehicle. small enough to be carried 

Each ejection delivers 0.06 mg. isopro- inconspicuously in pocket 
terenol. In 10 cc. vial with metered-dose or purse...the smallest 
valve, sufficient for 200 inhalations. package for nebulization 


Medihaler-Epi replaces injected epine- ever produced. 


x , using the lungs as the most direct portal of 
“Wud. entry, faster relief than from orally adminis- 
AL UG NA tered drugs is assured because of proximity 
of pulmonary anc coronary circulations. 
new Medihaler-Nitro™ 


Faster-acting than nitroglycerin and notably 
side actions. 
Only one or two inhalations 
Medihaler-Nitro is 1% octyl nitrite in nebuli- necessary. One full minute 
zation form. Outstanding for the emergency should elapse between inhala- 


unburdened by undesirable 


relief of acute anginal pain. Each inhalation tions. In 10 cc. Medihaler bot- LOS ANGELES © 
delivers precisely 0.25 mg. of octyl nitrite. By tle with metered-dose valve. 
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Physicians find that modern sulfas now les en many therapeutic 
difficulties. Specific advantages of present triple sulfonamides in- 
clude smaller dosage, lower incidence of sensitization, rarity of 
superinfections, reliable protection of the kidney, outstanding 


effectiveness against a great variety of organisms. 


A first choice is the Triple Sulfa formulation combining equal 
parts of sulfadiazine, sulfamerazine, and sulfamethazine—offering 
the unsurpassed therapeutic activity of the most frequently pre- 
scribed sulfonamides. (U.S.P. XV Trisulfapyrimidines.) 


American Cyanamid Company, Fine Chemicals Division, 30 
Rockefeller Plaza, New York 20, New York. 


TRIPLE SULFAS 


Meth-Dia-Mer Sulfonamides 


SULFADIAZINE SULFAMERAZINE SULFAMETHAZINE 


—_CYANAMID 
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‘with one oral dose... “at no increase in cost: 
mat” reserpine tablet therapy 


keeps blood pressure down ; 


THE WORLD’S MOST WIDELY READ 
MEDICAL JOURNAL RECEIVES 
ENDORSEMENT EVERYWHERE! 


Advertising in JAMA is read by more physicians than in any other medical journal. 
The general response to JAMA is demonstrated by what this advertiser has to say 
about his classified ad in THE JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION: 


“Your advertising media is terrific! With one ad I sold an elevator 
that I had been trying to sell for three years. I had four calls from 
over the country in 1 week. . . . Just thought I’d let you know 
that you are doing a swell job.” 


THE RESULTS OF JAMA SPEAK FOR THEMSELVES 


for advertising rates write to: 


AMERICAN MEDICAL ASSOCIATION | 
535 N. DEARBORN ST., CHICAGO 10, ILL. : 
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KARO*‘...meets the need for a completely 


assimilable carbohydrate in infant feeding 


Physicians and parents alike appreciate the 
efficacy, convenience and economy of Karo 
Syrup. For this double-rich, readily miscible 
mixture of dextrin, maltose and dextrose is 
easily digested, well tolerated and completely 
utilized. 

Three generations of use as a milk modifier 
have shown that even premature babies thrive 
on Karo...and that its use does not induce 
flatulence, colic, fermentation or allergy. 


Karo permits easy adjustment of formula 


and transition from liquid to solid food as 
circumstances demand. It may be used with 
sweet, acid, evaporated, dried or protein milk. 
Light or dark Karo each supply equivalent 
nutritive and digestive values...yielding 60 
calories per tablespoonful. 


1906 « SOth ANNIVERSARY « 1956 
CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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“Bacteria can develop only a limited resistance 
to the nitrofurans in vitro.” ! 


“At the end of the experiment, the sensitivity 
of these bacteria to this drug [FURADANTIN] 
was determined and found to be the same as 
before the experiment.”* 


“It is noteworthy that this drug [FURADANTIN } 


shows no tendency to permit development of 
resistant bacterial strains in vitro.’’4 


“Microorganisms, in vitro, did not appear to 
develop resistance to FURADANTIN.”® 


“FURADANTIN is a chemical agent of the 
nitrofuran group. ... Most important is the 
fact that they show little tendency to permit 
the development of bacterial resistance.”"* 
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5 years of extensive use in 


genitourinary tract infections demonstrate 
negligible development of bacterial resistance 


In addition to the significant lack of development of resistant 
bacterial mutants attending therapy with FURADANTIN, unexcelled 
effectiveness and a wide margin of safety combine to make it an agent 
of choice in the treatment of pyelonephritis, cystitis and prostatitis. 
FURADANTIN .. .“may be unique as a wide-spectrum antimicrobial 
agent that is bactericidal, relatively nontoxic, and does not invoke 
resistant mutants.””® 


effective 

@ rapid antibacterial action against a wide range of gram-positive 
and gram-negative bacteria and organisms resistant to other agents 
including Proteus, and certain strains of Pseudomonas 

@ negligible development of bacterial resistance 

@ no cross-resistance to other antibacterials since FURADANTIN 
is unrelated chemically to antibiotics or sulfonamides 


@ effective in the presence of blood, pus and urine 


excellent tolerance 

@ no reports of injury to kidneys, liver or blood-forming organs 

@ no cases of blood dyscrasia, monilial superinfection, crystalluria 
or staphylococcic enteritis ever reported 

@ no cross-sensitization to other drugs 

@ side effects, such as headache, dizziness, diarrhea and pruritus ani, 
are rarely associated with FURADANTIN therapy 

FURADANTIN DosacE: Average adult dose is four 100 mg. tablets 

daily; 1 tablet-during- each-meal-and 1-on retiring; with food-or milk. 

Average dosage range for children is 5 to 7 mg. per Kg. per 24 hours. 

SUPPLIED: Tablets, 50 and 100 mg., bottles of 25 and 100. 

Oral Suspension (5 mg. per cc.), bottle of 118 cc. 

FURADANTIN Sensi-Discs for bacterial sensitivity tests are avail- 

able from Baltimore Biological Laboratories. 


REFERENCES: 1. Paul, H. E., et al.: Proc. Soc. Exp. Biol., N. Y. 79:199, 1952. 2. Mintzer, S., et al.: 
Antibiotics 3:151, 1953. 3. Abrams, M., and Prophete, B.: Missouri M. 51:280, 1954. 

4. Dodson, A. |., and Hill, J. E.: Virginia M. Month. 62:385, 1955. 5. Lowsley, O. S., and 

Kerwin, T. J.: Clinical Urology, Baltimore, Williams & Wilkins Company, 1956, ed. 3, pp. 981-982. 
6. Waisbren, 8. A., and Crowley, W.: A.M.A, Arch. Int. M. 95:653, 1955. 


FURADANTIN— 

one of the nitrofurans - 
a new class of 
antimicrobials 

neither antibiotics 

nor sulfonamides 
EATON 
LABORATORIES 
NORWICH, N.Y. 
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Hollywood director Mike Curtiz, that likable assassin of the 
king’s English, was going over a part in his picture with a well- 
known actor. 

“You're new at this college, see?” he explained. “It’s your 
first teaching job. The dean takes you around the campus, then 
up the hall to show you your classroom. This is what you’ve 
studied for all your life! You choke up. Your chest swells with 
pride. Tears come to your eyes as you look at the door and see 
those wonderful words in big letters: John Smith, Professor 
from English.” 

From the Wall Street Journal comes the story of a long- 
winded politician, beaming with pride as he thanked his 
audience for its enthusiastic reception of his campaign speech. 

As he left the podium, still drunk with the beauty of his own 
words, one of his admirers rushed up. 

“Oh, senator! What a speech!” she cried. “And you certainly 
made it clear which way you stood on every controversial 
question.” 

The senator blanched visibly. “Good heavens!” he groaned. 
“I did?” 

A middle-aged American couple on their first visit to Europe 
were spending a few hours in the Louvre as part of their 
guided tour. 

The little woman, definitely beginning to show the strain of 
the hectic pace, turned to her husband. 

“What time is it, dear?” 

“I don’t know,” he answered. “What’s the name of that 
painting?” 

The woman went up closer and peered at the title. 

“Mona Lisa,” she reported. 

Her husband thumbed through the guide-oook till he found 
the painting. 

“Well,” he said, “if we're right on schedule, it’s a quarter to 
four.” 


An Easterner was motoring through the most sparsely 
settled section of Arkansas when he noticed signs of civilization 
up ahead. Arriving at a cluster of four houses, he hailed a man 
rocking on the front porch of one of them. 

“Hey, friend!” he called. “Can you tell me how to get to 
Cripplebush?” 

“Yup,” drawled the native. “Don’t move a durn inch.” 


+ 


The woman had turned down almost every pair of shoes 
in the store because the heels were all too high. 

“But, madam,” said the exasperated clerk, “you distinctly 
said you wanted dress shoes. Low heels are more for sport 
wear. Exactly what do you expect to wear them with?” 

“Well, if you must know,” was the acid reply, “I expect to 
wear them with a short, fat, elderly gentleman.” 


J.A.M.A., December 29, 1956 


George Gobel apologized to his audience for not playing 
his guitar that night. “I was coming home from a New Year's 
Eve party about 3 a. m.,” he explained, “and I was doing fine, 
getting along all by myself. In fact I was just rounding the 
corner to my house—when some clown came along and stepped 
on my fingers.” 

+ 

Psychiatrists have wrought minor miracles, says gagster 
Eddie Davis. One woman he knows used to live in mortal fear 
of a telephone. Now she answers it whether it rings or not. 

+ 

Seems a Beverly Hills man had trouble hearing till he went to 
an ear specialist who promptly extracted a dime from his ear! 

“You're marvelous!” enthused the patient. “I can hear 
perfectly! Y’know, it’s been there for three months!” 

“For heaven’s sake, why didn’t you take it out?” asked the 
befuddled doctor. 

“Well,” exclaimed the man, “I didn’t need the money.” 

+ 

Note in the church news of a southern newspaper: 

“Under Miss Belane’s direction the children’s choir sang 
Nobody Knows the Trouble I've Been.” 

Leo G. Carroll who, as “Topper,” spends most of his TV 
time with ghosts, tells about two unearthly gents who were 
having a quiet game of rummy in an old castle in Scotland. 

As one dealt the cards a door flew open, blowing the cards 
everywhere, and a fellow ghost entered. 

Gathering up the cards, they started playing again, when 
once more the door flew open and another ghost walked in. 

“For heaven’s sake,” cried the dealer, “will you fellows stop 
opening the door! What do you think the keyhole’s for 
anyway?” 


ANC 
- 


For the first time 
in the history of antibiotics, 


this structural formula was known and published* before the | 


product was released to the medical profession. The antibiotic is Hl 
often fail—against the treacherous Staph. and Proteus. It is avail- 


able for your Rx now in 250 mg. capsules, bottles of 16. The usual 


ALBAMYCIN?7. It is most effective where the broad-spectrums most | 
adult dosage is only 2 capsules every 12 hours. | 


*By Upjohn research personnel, in the Journal of the American Chemical Society, May 5, 
1956. 

+Trademark, Reg. U.S. Pat. Off.— 
the Upjohn brand of crystalline novobiocin sodium. 


Upjohn Medicine...designed for health...produced with care 
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(Continued from page 56) 
PROFESSIONAL AND TECHNICAL AIDES 


WANTED—(a) CHIEF MED TECH; new, well-equip’d 
tab, 150 bed apprv’d gen hosp; staff of 8; te $4800; 
city 50,000, trade ctr, resort loca; MW. (b) MED 
TECH; fully apprv’d vol gen hosp 400 bds; 00; 
igo city ar Los Angeles, (c) MED TECHS; quai 

act, Chem, or Hematol; rsrch inst, outstand’g MW 


univ. (d) MED TECHS; pref qual Biochem, Bact, 
also cons gen; air-cond modern lab, 200 bd gen hosp; 
noted Fila. resort. (e) CHIEF MED TECH; very ige, 
fully apprv’ en hosp; ige city; WN, Engl. (f) 


d 

TISSUE TECH; well known univ hosp; $3600; Calif. 
(g) MED TECHS; qual chem, hematol, histol, Bi 
bank; recently expand’d labs now supv H 
apprv’d med tech sch; very ioe gen hosp; $37-$5200; 
city 250,000; MidE. (h) CHIEF MED TECH; supv 
2 others in active lab, 200 bd TBe 174 $3900, new 
furn apt avail; sm min’g twn 5000; NW. (1) BAC- 
TERIOLOGIST; BS or MS; well org lab, each div 
ef by MD or PH.D. spec; 600 bd; vol gen hosp; 
univ city; MW. (j) LAB & X-RAY TECH; new 20 
bd gen hosp; $6000; Pac. NW. Woodward Medical 
Personnel Bureau, 185 N. Wabash, Chicago. 


LABORATORY TECHNICIAN—169 BED HOSPITAL*; 
7 technicians MT (ASCP) (or eligible); approved 
laboratory school; full maintenance if desired; night 
and weekend call with generous remuneration; 3 weeks 


vacation; sick leave; salary open. Dr. rt A. Fox, 
Westchester Hospital, Mount Kisco, 
ork, 


A SMALL CLINIC IN A GROWING MIDWESTERN 
city of 15,000 has excellent starting salary and pleasant 
working conditions to offer a laboratory and X-ray 
technician. Box 2515 L, % AMA. 


WANTED—(a) BACTERIOLOGIST; MED. SCHOOL 
research project; Chgo. (b) TECH; degree req; im- 
portant group; Galif. (ec) HISTOLOGY TECH; med. 
school dept of path; city, . (d) CHIEF 
X-RAY TECH. and CHIEF PHYSIOTHERAPIST; 
400 bed tch’g hosp; med. center, E. Salaries, ’ 
$4200. (e) RESEARCH ASS’TS; 800 bed tch’g hosp; 
oppor. for versons wishing to change from clin. chem. 
to med. research; MW; (f) TWO MED. 
TECHS; small gen. hosp; summer resort, Conn; 
short distance NYC; $4000-$6000. eal Bureau, 
Sepnetes Larson Director, 900 N. Michigan Avenue, 

cago. 


WANTED — TECHNICIAN; FOR RESEARCH IN IM- 
munology and serology; BS or MS degree in bacteriology 
or related science; excellent working conditions; 40 hour 
week; modern new research laboratory. Apply: Mrs. 
S. N. Earle, Laboratory Supervisor, Mount Sinai Hos- 
pital, Chicago 8, Illinois. L 


WANTED—BLOOD BANK TECHNICIAN; BS OR MS 
degree in related subjects and experience in blood bank- 
ing desirable; interesting work with chance for advance- 
ment; 40 hour week; excellent working conditions. Apply: 
Mrs. S. N. Earle, Laboratory Supervisor, Mount Sinai 
Hospital, Chicago 8, Illinois. L 


WANTED — REGISTERED MEDICAL TECHNICIAN; 
ASCP; for position of instruction for approved school of 
medical technology. Apply: Mrs. S. N. Earle, Laboratory 
Supervisor, Mount Sinai Hospital, Chicago 8, Illinois. L 


WANTED--ASCP REGISTERED LABORATORY TECH- 
nicians; for 250 bed general hospital; salary open, depend- 
ing on experience and training. Apply: Charles Chesner, 
MD Pathologist, St. Joseph Hospital, Lorain, Ohio. L 


HOSPITALS AND SANATORIA FOR SALE 


ONLY HOSPITAL IN TRUTH OR CONSEQUENCES, 
New Mexico—population 8,000; grossing more than $135, - 
000 netting more than $50,000 per owner; completely 
equipped clinic; 2 operating rooms; 30 beds; 5 room 
furnished penthouse for owner; price $100,000 cash or 
$110,000 with $60,000 down payment and terms; for im- 
mediate sale subject to lease expiring September, 1957. 
Contact: Sunnyvale Realty Co., 15856 Sherman Way, Van 
Nuys, California, phone State 5-8633. Oo 


PRACTICES FOR SALE 


CALIFORNIA — PRIVATE RADIOLOGY PRACTICE; 
weil established, unopposed; booming California Beach; 
gross $46,000 Ist year, diagnosis only sewente and im- 
a complete equipment; 110,000. Box 2524 P, 
le 


CALIFORNIA — GENERAL PRACTICE; ORANGE 
County, beautiful beach resort town; grossing $15,000 
after only a few years; ideal for settling down in grow- 
ing area; small initial investment including equipment 
and facilities; available now; leaving to specialize. Write: 
Box 295, Newport Beach, California. Pp 


CALIFORNIA — GENERAL PRACTICE INCLUDING 
solo medical building near San Diego; growing com- 
munity; fine opportunity for practice and investment; 
$15,000 cash required. Contact: James Lowrie, W 
Broadway, San Diego, Belmont 9-1343. 


CALIFORNIA — GROWING SURGICAL PRACTICE 
with equipment in small Southern California city for 
immediate sale; desirable office with favorable lease. 
Box 24623 P, % AMA. 


FLORIDA — ESTABLISHED GENERAL PRACTICE; 
good clientele, east coast on ocean; on fringe of Fort 
Lauderdale; 3 miles to new 250 bed hospital; rapidly 
growing community; reason for sale, specializing; op- 
portune time to start now; Florida license required; 
lab, X-ray fluroscopic unit with accesseries, BMR, 
— will help get started. Box 2532 P, 
4 AMA, 


ILLINOIS—BUSINESS, OFFICE, RECEPTION ROOM, 
instruments and equipment, including treatment room, 
physician's office; due to recent death; only 2 active 
physicians in town of 3,000, with trading area of an- 
other 3,000; hospital under construction; 60 miles north 
of St. Louis. Mrs. Pearl Stickley, White Hall, Illinois. P 


INDIANA—ESTABLISHED GENERAL PRACTICE FT. 
Wayne area; 8 room office renting for less than 2 


month; furniture and equipment 8 years old. Box 2443 
Yo AMA. 
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MAKERS OF 
Cosmetics 


Fine Quality of Ingredients and Suit- 
ability of Selections are two 
factors underlying the prepara- 
tion of Cosmetics by Luzier. 
If you have any cosmetic problems our sales organization 
will be happy to serve you. 


LUZIER’S Inc. @ Kansas City, Mo. 
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NEW JERSEY—BEAUTIFUL HOME AND OFFICE FOR 
sale; excellent opportunity to take over general practice: 
doctor to specialize; office furniture and equipment op, 
tional. Write: A. L, Ruderman, 1935 N. Olden Aye 

ton, New Jersey. P 


NEW JERSEY—GENERAL PRACTICE; SUBURBAN 
area; open staff hospitals; well-equipped office with 

specia ng Ju ; terms av: 
Box 2432 P, % AMA. 


NEW YORK—CENTRAL; ACTIVE RURAL GENERAL 
oe 15 miles equidistant between 2 medical centers; 
2,000 worth of equipment; no purchase price in in- 
terest of obtaining successor. Box 2535 P, % AMA. 


NEW YORK—LONG ISLAND; 80 MILES FROM NEW 
York; 20 years established practice; excellent location: 
office and home; open hospital; for general or any type 
of specialty practice; quick sale. Box 2508 P, % AMA. 


NEW YORK—A COMPLETE PACKAGE OFFER; IN- 
ternist’s expanding practice, fully furnished and equipped 
office, air-conditioned 5 room office building; ideally 
located in populated area of East Central Nassau County, 

all: eha - » New York City, or 
2457 P, % AMA. 


APPARATUS ETC. FOR SALE 


PICKER #90 COMET SHICKPROOF—HOSPITAL 
type; fluroscope tube in tilt table; many extras; also 
Me Kesson Metabolor in like new condition; all at 
40% list or best offer. Box 2509 Q, % AMA. 


LARGEST STOCK OF USED—RECONDITIONED AND 
surplus X-ray equipment in America—All makes and 
models of diagnostic and therapy units, delivered, in- 
Stalled, guaranteed and serviced; write for details and 
new accessory price list. Medical Salvage Co., Inc., 217 
E. 23rd St., New York 10, New York. Q 


Filer and 


Patients: Recorda 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
ments; available for > hospital, or laboratories. 
Harry Wells, 400 E. 59th St., New York 22, New York. Q@ 


FOR RENT 


MEDICAL BUILDING FOR RENT—INCLUDES WAIT- 
ing room, 2 offices, surgery, X-ray room, examining 
rooms, etc.; located 1 block from Delano Hospital; defi- 
nite need for physicians and surgeon; city has a popula- 
tion of over 10,000 with a rural drawing of 5,000; city 
is located 30 miles north of Bakersfield which has 5 
hospital facilities and a population of 140,000. Write: 
Alex Byrne, 1401 Mai, Delano, California. y 

FULLY EQUIPPED OFFICE—AVAILABLE FOR IM- 
mediate rental; including apparatus, medications and 
all office records of a prominent deceased physician; a 
doctor for 30 years in vicinity; ideal for beginning gen- 
eral practitioner. Box 2486 T, % AMA. 


PUBLISHERS AND PRINTERS 


PROFESSIONAL PRINTING COMPANY 
NEW HYDE PARK WN Y 


PRINTING + PATIENTS RECORDS 


BOOKKEEPING SYSTEMS FILES 


PROFESSIONAL PRINTING CO., INC. 
NEW HYDE PARK, N. Y. 


CLINICS FOR SALE 


MODERN EIGHT ROOM CENTRAL AIR-CONDI- 
tioned clinic—fully equipped; warm dry climate; citrus, 
vegetable center in winter, cotton in summer; center Rio 
Grande Valley; practice unlimited; price % wholesale 
cost; reason, health. Sam T. Parker, MD, 210 Canna 
Street, Pharr, Texas. 


ANESTHETIST WANTED 


WANTED—ANESTHETIST (REGISTERED) 40 HOUR 
week; good working conditions; specialty hospital,+ sal- 
ary open; give full details in Ist reply. Write to: J. H. 
Duff, Administrator, P. O. Box 1789, Roanoke, Virginia. 


MEDICAL WRITING 


PROFESSIONAL MEDICAL WRITING SERVICES — 
theses, reviews, abstracts. Blue Pencil, 
7 a 1416, Grand Central Station, New York 17, New 

ork. 
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METICORTEN = 


excellent relief of pain, swelling, ten- 


derness; diminishes joint stiffmess— 
facilitates early physical therapy— 
expedites rehabilitation & 


dietary regulations usually unneces- es 
sary 
minimizes incidence of electrolyte we 


imbalance 


1, 2.5 and 5 mg. tablets 


METICORTEN,” brand of prednisone. 
*T.M. 
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now together... 
for broader control 


Hydrocortisone 


Cream 


2/2314M 


BEFORE: Soap-and-water 
eczema with paronychial 
involvement, of several 
years’ standing, resistant 
to coal tar and o'er oint- 
ments. 


AFTER 7 DAYS’ TREATMENT 
with two daily applications 
of Vioform-Hydrocorti- 
sone Cream. Note closure 


antibacterial antifungal + anti-inflammatory antipruritic 


An excellent combination for the control of eczematous 
eruptions, inflammation, erythema, edema, scaling and 
pruritus, Vioform and hydrocortisone is reported supe- 
rior to either of its components used alone. “Sympto- 
matic relief is frequently dramatic and complete as 
long as this treatment is continued.” ! 


Effective—where many other therapies fail... 


1. Arnold, H. L., Jr.: Postgrad. Med. 16:492 (Dec.) 1954. 


Supplied: Vioform-Hydrocortisone containing 
Vioform ® quin U.S.P. Ciba) 3% and 


hydrocortisone (free alco oh) U.S.P. 1% in a water- 
washable 


; tubes of 5 Gm. and 20 Gm. 


of fissures, subsidence of | oad 


scaling, recession of edema. 
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SUMMIT, Je 


Vol. 162, No. 18 


CHARLES B. TOWNS HOSPITAL 


FOR THE TREATMENT OF ALCOHOLISM 
NARCOTIC AND BARBITURATE 
ADDICTIONS EXCLUSIVELY 


293 Central Park West, New York 24, N. Y. 


Established 1901 


Complete Treatment at predetermined cost. 

Privacy of patient is assured—if desired 
Literature on Request 
Edward B. Towns, Director 

SChuyler 4-0770 

Member American Hospiul Association 


HACKNEY 


“Is this your complete stock? ... I’m 
quite familiar with everything here!” 


BELLEVUE PLACE 


for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


It’s the 
OFFICIAL A.M.A. 


Auto Insignia 


playing this official emblem on the front and back 
of your car. It shows the Aesculapian staff, the 
well known green cross and the unmistakable ini- 
tials “M.D.” Each emblem is numbered and regis- 
tered. PRICE, including clamp bracket for use on 
license plate, $3.50 each. Order today! 


(Sold only to A.M.A. members) 


American Medical Association 


Assure yourself of every traffic courtesy by dis- 
535 North Dearborn St., Chicago 10, Ill. 


SECLUSION Est. 1909 MATERNITY 


FAIRMOUNT — 


Modern hospital, large yard, 
recreation room 
Rates reasonable. In certain cases work given 
to reduce expenses. 
Private sanitarium with certified obstetrician 
in charge. All adoptions arranged through 
juvenile court. Early entrance advised. All 
correspondence confidential 
Write or pho 


Helen Amos, Supt 
4911 East St., 


posh 
city, 


SIMPLIFY BLOOD CELL COUNTING 
MARBEL BLOOD CELL CALCULATOR 


© Always Accurate © Faster Count © Easy to Operate 
No more tedious computations. Five keys for five fingers of either hand 
and three smaller keys for the Schilling Hemogram: Stabs, Juveniles, and 
Myelocytes. Count, add and calculate to 100 in one minute without 
removing eyes from microscope. Price $75.00, black finish, 


THE MARBEL BLOOD CALCULATOR CO. 
5200 S. HARPER AVE., CHICAGO. 15, ILL 
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appears 
pan allergic manifg 


result of unusual se 
berine a., allergy toan&% 
heredita allergy existing as a 


redity, asted with induced | 
immediate a., gic response which 3 : ese ST LL 
appears within a sho e, ie., from a few 
minutes up to an hour. induced a., allergy : 


resulting from the inject} an antigen, con- 
tact with an antigen o 


terium. latent a., alle Bich i j 
fested by symptoms 
tected by tests. mental a.,a condition resem- TA N DA Fe D 
bling allergy but in which the allergen is a 


mental or emotional state. aduced 
a. pathologic a. itary a. Shortly after antihistaminic 
the effects therapy was introduced, Pyri- 
cold, light, iii i benzamine was chosen as a 
pol valen( standard among 17 antihista- 
minics compared for their 
power to inhibit histamine 
flare.! Six years later, Pyri- 
benzamine still was “probably 
_ prescribed more widely than 
any other histamine antagon- 
ist.”? Effectiveness in control- 
ling edema, erythema and 
whealing has made Pyriben- 
zamine an enduring antihista- 
minic standby in such condi- 
tions as allergic dermatitis and 
rhinitis, urticaria, serum sick- 
ness and drug reactions. 
1. Lovejoy, H. B., Feinberg, S. M., and 
Canterbury, E. A.: J._Allergy 20:350 
(Sept.) 1949. 2. Goodman, L. S., and 
Gilman, A.: The Pharmacological Basis 


of Therapeutics, 2nd Ed., The Macmillan 
Company, New York, 1955, p. 660. 


Pyribenzamine 


hydrochloride 
(tripelennamine hydrochloride CIBA) 


Dosage: One or two 50-mg. tablets 
as required. Supply: Tablets, 50 mg. 
(scored) and 25 mg. (sugar-coated). 


CIBA SUMMIT, N. J. 
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IRON INTOLERANCE 


TAS 


HIGH 


® HEMOGLOBIN 
RESPONSE 
EXCELLENT 
TOLERANCE 


BRAND OF FERROUS GLUCONATE 


FOR ALL SIMPLE IRON DEFICIENCY ANEMIAS 


SUPPLIED: Fergon tablets of 5 grains, bottles of 100 and 500. 


Fergon tablets of 22 grains, bottles of 100. 
LABORATORIES 
NEW YORK 18, N. Y. 


Fergon elixir 6% (5 grains per teaspoonful), 
bottles of 16 fl. oz. 


Fergon, trademark reg. U.S. Pat. Off, 
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new 100 mg. capsule 


for greater convenience and dosage flexibility 


100 mg. 


50 mg. 


Colace 


DIOCTYL SODIUM SULFOSUCCINATE, MEAD JOHNSON* 


softens stools for easy passage 


Liquid 


without laxative action - without adding bulk 


In chronic constipation and in patients with hem- 
orrhoids, Colace provides a gentle way to prevent 
hard stools. 


By reducing surface tension, Colace increases the 
wetting efficiency of intestinal water. This keeps 
stools normally soft and softens hardened stools for 
easy, natural passage. 


SUGGESTED ORAL DAILY DOSAGE? 


Oto 3years....10to 40mg. 
3to 6years....20to 60mg. 
6 to 12 years... .40 to 120 mg. 
Ee 50 to 200 mg. 


+Colace may be given in divided doses. The higher 
dosage is recommended during initial phase of 
therapy. Dosage should be adjusted as required by 
individual response. 


Note: When bowel motility is impaired, a mild peri- 
staltic stimulant or Colace-containing enemas may 
be needed in addition to Colace by mouth. 


THE COLACE FAMILY 


Colace Capsules 100 mg., bottles of 30, 60 and 250. 
Colace Capsules 50 mg., bottles of 30, 60 and 250. 
Colace Liquid (1% Solution: 1 cc.=10 mg.), 30 cc. 
bottles with calibrated dropper. 


*Patents pending 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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